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TO EVERY BRITISH 
MEDICAL STUDENT 


The Government have issued a White Paper on a 
National Health Service and they are anxious that 
the proposals contained in it should be widely 
and thoughtfully considered before legislation is 
submitted to Parliament. 


The Career of Everyone is Affected 


In order to determine the opinion of British medical 
students a questionnaire is being conducted which it 
is essential should be widely read and answered. 
We can be certain that the results of this question- 
naire will be taken seriously, provided that it is 
answered by a significant proportion of students. 

If we have any views about our future this is 
the time and the way to express them. 


Davip 
President, British Medical Students’ 
Association. 
Any British subject who has passed the 1st M.B. 
examination or an equivalent examination in pre- 
medical sciences, and is now studying pre-clinical or 
clinical medicine but who has not, on May Ist, 1944, 


qualified as a doctor, is entitled to answer the 
questionnaire. 


BRITISH MEDICAL STUDENTS’ 
ASSOCIATION 
Tavistock Square - LONDON, W.C.1 


Lowered Metabolism 


Stimulating metabolic rate without 
interference with normal mechanism 
of the body 


TH problem of depressed 
metabolism is, of course, 
very frequently met with in 
general practice, particularly 
in the case of convalescence. ~ 
It is seldom, however, that 
a practitioner wishes to resort 
to such drastic methods of 
raising the metabolic rate as in- 
travenous injection of thyroxin, 
or the oral administration of 
compounds of the nitro- 
phenol group. Indeed, both 
these mieasures are usually 
contra-indicated, owing to the 
fact that either is liable to 
involve interference with the 


After the ingestion of Brand’s 


normal mechanism of the body. 

For this reason the practi- 
tioner generally prefers to pre- 
scribe-certain stimulating foods 
such as meat extracts, soups, 
and home-made broths. 

It is a matter of some im- 
portance, therefore, to know 
that one of the accepted meat 
preparations is outstandingly 
effective in raising the meta- 
bolic rate. It is Brand’s 
Essence. 


Essence, there is a sharp in- 
crease of the heat output, 
reaching a peak at the end of 
half an hour, and still appreci- 
able six hours later. 

Accordingly Brand’s Essence 
may be prescribed with con- 
fidence for cases of lowered 
metabolism. It has a further 
advantage in that it stimulates 
the appetite and will be found 
palatable when other foods 
are distasteful. 


BRAND’S ESSENCE 


Brief 


Treatment of Delayed Period 

The treatment of delaved period with ‘ Prostigmin,’ 
which is the subject of several American and con- 
tinental papers since 1940, has now been given an 
extended trial at the Royal Free Hospital, London. 
The results obtained in 90 cases wefe recorded and it 
was found that ‘ Prostigmin’ was reliable in over 
94 per cent. of cases. (See the Roche advertisement, 
‘‘Lancet,’’ January 29th, 1944.) An abstract of the 
paper will be sent on request. 1d. stamp should be 
enclosed. 


Vitamin B, in Itching Conditions 

Large doses of Vitamin Bi have been used in cases 
of itching affectations of the skin, mostly in children 
and infants. The conditions treated included chil- 
blains, urticaria, eczema, pityriasis rosea, scabies, 
measles and chicken-pox. In some cases the relief 
was immediate, for example, there was prompt relief 
in measles and chicken-pox. The cases of urticaria 
and eczema varied in their response. Sixty-two per 
cent. were completely relieved of itching within a short 
time. (Urol. and Cutan. Review, Dec., 1942, 46, 786.) 


Prevention of Muscular Fatigue 

The report refers to 223 persons who were divided into 
two groups. The first group of 25 subjects was put 
on large doses of ascorbic acid (‘ Redoxon’), viz., 
150-350 mg. daily, for several days before engaging 
in strenuous physical exertion such as riding, moun- 
taineering, heavy work in gardens or fields. Only one 
person complained of muscular fatigue (49%). Of the 
controls, 198 subjects, undergoing the same exertions, 
162 experienced severe muscular pain (80°8%). To 
protect against muscular fatigue amounts far above 
the anti-scorbutic doses are required. (Rev. Méd. 
Suisse Rom., 1943, No. 8, p. 640.) 


Vaginal Ulceration and Vitamin C Deficiency 
During six months several patients with acute ulcera- 
tion attending a Gynecological Clinic were given daily 
doses of 300 to 500 mg. of ascorbic acid in the form 
of ‘ Redoxon ’ tablets while investigations were being 
made to determine the etiology of the infection. 
Healing occurred rapidly without further treatment. 
In one case there was pain on micturition and a blood- 
stained vaginal discharge, but no evidence of gong- 
coccal, tuberculous or syphilitic infection. The urine 
was sterile and there was no glycosuria. The blood 
ascorbic level was 0-04 mg. per 100 c.c., only one-tenth 
that of a series of normal controls. The patient’s 
daily diet was deficient in green vegetables and fruit. 
For three days 150 mg. of ascorbic acid three times 
per day were given and for a further month 100 mg. 
three times daily. Five days after commencing treat- 
ment the ulceration had completely disappeared. 
There was no recurrence after six weeks and the blood 
ascorbic acid was 0-84 mg. per 100 c.c._ In a second 
case, a similar course of ascorbic acid was given and 
the,condition cleared up in six days. (B.M.J., Feb- 
ruary 19, 1944, p. 254.) 


ROCHE PRODUCTS LIMITED 
WELWYN GARDEN CITY - ENGLAND 
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THE PRINCIPLES AND PRACTICE OF 
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By, CRIGHTON BRAMWELL, MD. F.R.C.P., 
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ry 620, 230 Illus. 35s, net 


HEART DISEASE AND PREGNANCY 


By CRIGHTON BRAMWELL, M.D., F.R.C.P., 
and EB. A. LONGSON, M.B., Ch.B. 
10s. 6d. net 


Pp. 206. 57 Illus. 
THE HEART-SOUNDS IN NORMAL AND 
PATHOLOGICAL CONDITIONS 

By OSCAR ORIAS and E. BRAUN-MENENDEZ 


Pp. 278, 127 Illus. 15s. net 
CANCER OF THE UTERUS 

By the late ELIZABETH HURDON 

Pp. 200. 29 Illus. 17s. 6d. net 


COMMON HAPPENINGS IN CHILDHOOD 
By the late Sir FREDERIC STILL 
Pp. 188 5s. net 


MEDICAL PRACTICE IN RESIDENTIAL 
SCHOOLS 

By F. G. HOBSON, D.M., F.R.C.P. 

Pp. 300. 8 Illus. 3 Col. Plates 10s. 6d, net 
THE PRINCIPLES AND PRACTICE OF 
DIPHTHERIA IMMUNIZATION 

By J. TUDOR LEWIS, M.D., D.P.H. 


Pp. 170. 13 Illus. 8s. 6d. net 
THE NERVOUS CHILD 

By HECTOR C. CAMERON, M.D., F.R.C.P. 

4th Edition. Pp. 257. 8 Plates. 8s. 6d. net 


A SURVEY OF CHILD PSYCHIATRY 


By 21 Contemporary British Authorities 
Edited by R. @. GORDON, M.D., D.Sc., F.R.C.P. 


Pp. 290 10s, 6d. net 


AN INTRODUCTION TO PSYCHOLOGICAL 
MEDICINE 


By R. G M.D., D.Sc., 
M.D., B.S., and J. R. REES, M.D. 


Pp. 396, 7 Illus. 12s. 6d. net 


KRETSCHMER’S MEDICAL PSYCHOLOGY 
Translated by E. B. STRAUSS, D.M., F.R.C.P. 


Pp. 286, 24 Illus. 15s. net 
NARCO-ANALYSIS 

By J. STEPHEN HORSLEY, M.R.C.P. 

Pp. 142 8s. 6d. net 


THE SEXUAL PERVERSIONS AND 
ABNORMALITIES 

By CLIFFORD ALLEN, M.D., M.R.C.P., D.P.M. 

Pp. 205 7s. 6d. net 
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Edited by L, E. HINSIE, M.D., and J. SHATZKY, M.D. 


Pp. 574 55s. net 
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By BERNARD KATZ, M.D., Ph.D. 

Pp. 160. 31 Illus. 10s. 6d. net 
URINE EXAMINATION AND CLINICAL 
INTERPRETATION 

By C. E. DUKES, M.D., D.P.H., M.Sc. 

Pp. 418. 97 Illus. 12 Col. Plates. 25s. net 
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By 8. J. THANNHAUSER, M.D. 

Pp. 370. 78 Illus. 30s. net 
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By JANET M. VAUGHAN, 0.B.E., D.M., F.R.C.P. 
2nd Edn. Pp. 324, 29 Illus. 4Col, Plates 18s. 6d. net 


AN INTRODUCTION TO MEDICAL 
GENETICS 
By J. A. FRASER ROBERTS, M.D., D.Sc., F.R.S.E. 


Pp. 289. 94 Illus. 10s. 64. net 
TEXTBOOK OF NUTRITION 

By J. A. NIXON, M.D., F.R.C.P., 

and D. G. C. NIKON, M.B., B.S. 

Pp. 230. 9 Illus. 7s. 64. net 


THE SCIENTIFIC BASIS OF PHYSICAL 
EDUCATION 
By F. W. W. GRIFFIN, M.D., B.Ch. 


Pp. 212. 7 Illus. 7s. 6d. net 


EARLY DIAGNOSIS OF THE ACUTE 
ABDOMEN 
By ZACHARY COPE, M.S., F.R.C.S. 
8th Edn. Pp. 272. 36 Illus. 


INDUSTRIAL HYGIENE 
Edited by A. J. LANZA, M.D., and J. A. GOLDBERG, M.D. 


12s. 6d. net 


Pp. 760. 44 Illus. 42s. net 
LEGGE’S INDUSTRIAL MALADIES 

Edited by 8. A. HENRY, M.D., D.P.H. 

Pp. 248. 5 Plates (1 in Colour) 12s. 6d. net 
FRACTURES 

By GEORGE PERKINS, M.Ch., F.R.C.S. 

Pp. 394. 401 Illus. 20s. net 


OXFORD WAR MANUALS 


General Editor: The Rt. Hon. LORD 
ae already published: EARLY TMENT OF 
WAR WOUNDS ; TREATMENT OF SHOCK : TREAT- 
MENT OF BURNS ; AMPUTATIONS AND ARTIFICIAL 
LIMBS ; TROPICAL AND SUB-TROPICAL DISEASES ; 
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Samples of ‘ Calfos’ Tablets 
will gladly be sent to any 
interested physician. 


“Calcium is an essential constituent of the 

diet, and the need for it continues through- 
out life. This is most imperative in the period of 
growth and adolescence, in pregnancy and lactation, 
but is none the less imperative in adult life and 
old age. (Brit. Med. Jour. 1: 281, 1941). 


great amount of ill-health and poor physique is due to insufficient intake of 
A calcium and phosphorus ; much of this could be prevented by the administration 
of ‘ Calfos.’ ‘Calfos’ is derived from the natural mineral constituents of bone, and 
presents calcium and phosphorus in the most assimilable form and in the correct 
‘physiological ratio. Its use ensures the retention of these two essential minerals in 
the body in adequate amounts to replace natural losses. It 
marks an advance in nutritional therapy of outstanding impor- 
tance to all who suffer from calcium and phosphorus deficiency. Cc A L F os 


REGD 


Tablets 


CALFOS LTD., IMPERIAL HOUSE, KINGSWAY, LONDON, W.C.2 


Regulation of the daily programme, especially 
diet and exercise, is beneficial to normal 
bowel movement, and in some cases of 
constipation serves as sufficient treatment. 
Others require additional aid to facilitate 
regular evacuation. When an adjunct to 
diet and exercise is required, as it often is, 
‘Petrolagar’ provides a mild but effective 
treatment. Its miscible properties make it 
easier to take and more effective than plain 
mineral oil. Further, by softening the faces, 
‘Petrolagar’ induces large, well - formed 


in 2 varieries * PLAIN * with PHENOLPHTHALEIN 


Petrolagar 


BRAND EMULSION 


JOHN WYETH & BROTHER LIMITED 
CLIFTON HOUSE, EUSTON ROAD, LONDON N.W.I 
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Veracolate is composed of the bile salts — sodium 
taurocholate and glycocholate—with a compound 
laxative to aid intestinal elimination. It is there- 
fore indicated in all conditions where there is inter- 
ference with the free flow of bile. 


The range of conditions for which Veracolate is 
useful includes constipation, biliousness, flatulent 
dyspepsia, and catarrhal inflammation of the gall- 
bladder and its ducts. 


Veracolate increases the production of bile, lowers 
its viscosity and relieves the symptoms associated 
with the gall-stone diathesis. 


Veracolate keeps the bile flowing. 


VERACOLATE 


TABLETS 


Temporary wartime address: 


WILLIAM R. WARNER & CO., LTD. 150-158 KENSINGTON HIGH STREET, LONDON, W.8 


PLarasympathetic Stimulant 


MORYL 


TRADE MARK BRAND 
CARBACHOL 


. A powerful stimulant of the parasympathetic 


nervous system, chemically related to acetyl- 
choline, but more active and more stable. 
Indicated more especially in post-operative 
intestinal stas’s and urinary retention, ‘‘Moryl”” 
is aso useful in eclampsia and pre-eclamptic 
conditions, hypertonia, paroxysmal tachycardia, 
anxiety neurosis, ozena and glaucoma. 


Hypnotic — Sedative 


TETRONOX 


TRADE MARK BRAND 


TABLETS 


Enhanced power of Barbitone through careful combination with other drugs—re- 

duced toxicity ; no cumulative action or injurious effects on circulation, respiration 

or gastro-intestinal tract. ‘‘Tetronox”’ has a wide field of indications in psychiatry 

and is furthermore of value in menstrual discomforts, post-operative and post-partum totanesutD 190 
sedation, occupational insomnia, premature waking, delirium tremens, etc. 


Further information and samples on request 


SAVORY & MOORE LTD., 61 WELBECK ST., LONDON, W.I. cing 
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WILLIAM R. WARNER & CO., LTD., 1 
(T 


The success of an operation depends largely 
on ability to choose the time, the place 
and the conditions, particularly nowadays. 
Can an operation for haemorrhoids be 
deferred safely? In many cases it can, by the 
use of Anusol Suppositories. 

Anusol Suppositories contain astringent 
medicaments in an emollient base. They re- 
lieve rectal congestion, control hemorrhage, 


Haemorrhoidal Supp 
50-158 KENSINGTON HIGH STREET, LONDON, W.8. 


For Haemorrhoids 


allay irritation and soothe inflamed tissues. 
The patient’s condition is improved 
and a healthy area prepared for 
operation. 

Anusol Suppositories contain no anesthetic, 
analgesic or narcotic drugs. Therefore, while 
the operation is pending, symptoms cannot 
be overlooked although pain is relieved by 
the reduction of local pressure. 


ositories 


B 
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(The Original Product) 
Brand of AMETHOCAINE HYDROCHLORIDE 


The anesthetic action of ‘ Decicain’ is ten times that of cocaine, and it may be 
used therefore in correspondingly weaker dilutions in a wide range of indications, 


notably otolaryngology and ophthalmology. 


can be sterilised by boiling. 


Solutions of ‘Decicain’ are stable and 


Issued in tablets of gr. 14 in tubes of 10, and solution 2%, bottles of 1 oz, 


FR ANOL? 


Brand of ANTI-ASTHMATIC 


‘Franol’ combines antispasmodics known to have a relaxing action on the mus- 
culature of the bronchi, phenobarbitone, theophylline and ephedrine. Results of 
extensive clinical trials indicate that symptomatic relief was obtained in a very fair 
percentage of cases of bronchial asthma of allergic origin. 


Issued in tablets, in tubes of 20 and bottles of 100 


A THROAT TABLETS 


Brand of BENZOCAINE 


This tablet combines sodium borate and menthol with a local anasthetic in the 
form of ethyl-p-aminobenzoate. The active organic compound acts as a surface 


analgesic and anesthetic, and benumbs the part which it bathes. Indicated pre- 
and pest-operatively in oral surgery and in painful affections of the tongue. 
Issued in tablets, in bottles of 20 and 100 (Prices reduced recently) 


Made in England. 


oS DECICAIN’ 
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ADSORBENT OF ALIMENTARY TOXINS 


BRAND CACHETS 
ANALGESIC and ANTIPYRETIC ACTIVATED CHARCOAL TABLETS 
FORMULA : 

FORMULA Activated Charcoal 3 grains 
Phenazone acetylsalicylate . . 0°096 grams Bismuth Tribromphenate 1% grains 
Ge Ext. Rhei Sic. grain 
Excipient q.s. to 7} grains 
Phenacetin . . «. @250 INDICATIONS : 

Magnesium oxide . 


All conditions due to alimentary intoxi- 
cation, whether bacterial or chemical 


Severe gastro-intestinal disturbances 
INDICATIONS Flatulent dyspepsia 
INFLUENZA and feverish colds Intestinal distension 
NEURALGIA, RHEUMATISM and HEADACHES Poisoning arising from food, vegetable and 
DYSMENORRHEA inorganic poisons 
PAIN following teeth extraction Gastro-enteritis 


Diarrhoea and dysentery 
AVAILABLE IN PACKETS OF 100 TABLETS 


WILCOX, JOZEAU & Co. Ltd. 


74/71 White Lion Street, London, N.| 19 Temple Bar, Dublin 


Available in boxes of 4 and 12 cachets 


with 


tablets 


These tablets are a convenient combination of Magsorbent and Atropine, 
uniting the antacid and adsorptive properties of the former with the 
spagm- and pain-relieving properties of the latter. 


KAYLENE, LIMITED 


Sole Distributors: ADSORBENTS, LTD., WATERLOO ROAD, LONDON, N.W.2 


| 
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( Tir treatment in ARTHRITIS 


s AND RHEUMATOID CONDITIONS GENERALLY 


*Calsiod’ is not only ideal for typical cases of mild arthritis, 
but is also often of permanent benefit in severe chronic 
cases, especially if treatment is continued for several 
weeks. ‘Calsiod’ has a prompt and intense analgesic effect 
in many vague rheumatic pains, notably in those ill-defined 
conditions which are loosely grouped under such terms 
as ‘ fibrositis,’ ‘ myalgia,’ ‘ neuralgia’ and ‘ lumbago.’ 


Samples and literature will be sent on request. 

Each tablet contains 
Tablets 
M EN Thi & J AME § LTD - 123, COLDHARBOUR LANE - LONDON - SE5 


“=== FOR ARTHRITIS 


particularly the infective types. 


S. B.T. 


Brand Sterilised Solution. 


Prepared under medical supervision 
and direction to the original formula 
from Howard’s “SOBITA”’ brand 
Bismuth. et Sodii Tart. B.P. Add. 1936. 
(Lancet, 19th Feb., 1944, p. 264.) 


*©$.B.T.” is packed in 10 c.c. rubber- 
capped bottles. 


SOLUTION 


“Ads Somta 
REPareo 


Write for Medical Literature. 


LTD.. MANUFACTURING CHEMISTS, LONDON. €.C.2 


SON. 
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Tubereculin.,. P.P.D. 


A Standard Diagnestic Tuberculin 


Parke, Davis & Co. are again able to supply Tuberculin, P.P.D., 
the purified protein derivative of tuberculin for use as a 
diagnostic agent by the intradermal technique. It is available 
in tablets of two strengths, together with buffered diluent for 
the preparation of solution at the time of use. 


Tuberculin, P.P.D., is prepared by growing the tubercle 
bacillus on a synthetic medium with subsequent purification. 
It thus differs from Old Tuberculin in that extraneous proteins 
are eliminated whilst the substance responsible for the specific 
reaction is retained. The elimination of this extraneous 
protein improves specificity and increases the accuracy of 
quantitative testing. 


Further details will be supplied on request 
Parke, Davis & Co., 50 Beak Street. London, W.I 
; Inc. U.S.A., Liability Ltd. 


Look at the 
blood! 


Because of the emphatic need for iron to provide adequate hemo- 
globin, basic interest in the patient’s hematological condition has 
been forcefully revived. Lack of important iron-giving foods in 
certain diets is an underlying cause of present and potential iron 
deficiencies for many. Since these deficiencies present a startling 
resemblance to the syndrome of vitamin B complex shortages, a 
differentiation is sometimes difficult. And while the alert physician 
properly evaluates the latest trends in therapy, the time-honoured 
axiom, ‘LOOK AT THE BLOOD,’ is again being recognised as of 
paramount importance. Due to the presence of specially pre- 
pared iron (easily assimilated ferrous sulphate), hypochromic 
anzmias are economically corrected with ‘ PLASTULES.’ 


IN TWO VARIETIES— PLAIN ; WITH HOGS’ STOMACH 


Compound” 

4 For Anaemia and Debility 
“JOHN WYETH €& BROTHER LIMITED, (Sole distributors for 
PETROLAGAR LABORATORIES LTD.) Clifton House, Euston Rd, London, N.W.I. 
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‘The Natural aid 


HEN the general nutri- 

tion of the body is below 
normal as a result of dietary 
errors or of debilitating 
diseases, the use of ‘ Ovaltine’ 
is of greater and more lasting 
value than that of chemical 
stimulants. It adequately re- 
inforces and renders safe the 
ordinary dietary ; is a powerful 
source of energy and _ assists 
tissue regeneration. 


A considerable measure of the 
value of ‘Ovaltine’ as a highly 
satisfactory accessory food and 
aid to nutrition is due to its 
constituents—milk, eggs and 
malt extract. Noteworthy features are its high per- 
centage of maltose and its content of readily assimilable 
‘calcium, :phosphorus and iron. ‘Ovaltine’ is not only ° 
highly nutritious, but really delightful to the taste and 
particularly easy of digestion. 


A. WANDER LTD. 


Offices, Laboratories and Factory: 
KING’S LANGLEY, HERTS 
M.310 
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A Government decision about Vitamins 


Forthcoming regulations designed to put an end 

to misleading or exaggerated claims concerning 

vitamins and minerals in foods have recently been 

announced, 

Par. 9 of the Government White Paper (Cmd. 6482) 

reads :— 
The necessity for restricting claims or suggestions 
in advertisements regarding the presence of 
vitamins and minerals in a food is in part the 
direct consequence of the Government’s nutri- 
tional policy. It is essential for the health of the 
nation that the value of protective foods should 
be emphasised. This policy must not be exploited 
in relation to foodstuffs where the protective 
element is absent, or present in ineffective 
quantity. In the case of products recommended 


as medicines in which the presence of vitamins 
or minerals is claimed, it is already necessary 
that the label should bear @ quantitative dis- 
closure of these active ingredients. After con- 
sultation with the Medical Research Council the 
Government have decided that a similar quanti- 
tative disclosure of the vitamin or mineral 
content shall also be required in the case of foods 
in which the presence of these constituents is 
claimed.” 

Vitamins Limited, proprietors of Bemax, warmly 
welcome the Government’s decision, having con- 
sistently advocated this step. For years the vitamin 
content of Bemax has been stated on every package. 
This is but one of the reasons why Bemax is held 
in high regard by doctors and public alike. 


BEMAX provides, at time of manufacture, approximately :— 


Vitamin A 280 iu. per oz. 
Vitamin B, 240-420i1.U. 5, 55 
Vitamin B, (riboflavin) 


P.P. factor 1.7Mg. 59 
Vitamin B, 0.45 Mg. 55 55 
Vitamin E 8 mg. 


Manganese 4.0 mg. per oz. 
Iron “ 2.7 Mg. 55 55 

Copper 0.45 mg. 

Protein 33% 
Available Carbohydrate 39% 
Fibre 2% 
Calorific Value 104 per oz. 


Vitamins Limited, 23, Upper Mall, London, W.6 


VITAMIN THERAPY 


Dental decay 
in Pregnancy 


Not so many years ago the coincidence of dental caries 
during pregnancy was regarded as something of a pheno- 
menon ; today it is widely accepted as a diagnostic sign of an 
insufficiency of vitamins and minerals. 

In the last month of pregnancy the requirement of 
calcium, for example, is approximately 16 times the. amount 
present in the maternal blood at any one time. Deficiencies 
are by no means confined to calcium, however, and Pregna- 
vite was expressly designed as a multiple vitamin and mineral 
supplement to meet the special demands of pregnancy. 


‘Pregnavite in recommended 


doses supplies, at time of manufacture, approximately :— 


* 


? Vitamin A 4,000 i.u. Calcium 350 mg. } 
? Vitamin B, 200 i.u. H 
Vitamin C 400 i.u. 
Vitamin D 300 iu. . Available Iron 12 mg. 


Further particulars concerning Pregnavite Tablets from 
Vitamins Ltd., (Dept.rpw), 23, Upper Mall, W.6. 


VITAMIN Be 
(PYRIDOXINE) 


Biological experiments with pure vitamin B, 
have proved useful in various syndromes. Im- 
provement has been recorded in certain cases 
of idiopathic epilepsy, in amyotrophic _ lateral 
sclerosis, and in hypertrophic muscular dystrophy. 
Decreased stiffness and rigidity have followed its 
use in non-postencephalitic parkinsonism. 


The particular deficiency symptoms which have 
responded to vitamin B, administration are 
extreme nervousness, insomnia, irritability, 
cramping abdominal pain, muscular weakness and 
rigidity with difficulty in walking. 

Bemax is probably the richest of all dietary 
sources of vitamin B, (approximately 0.45 mg. 
per oz.) and its regular use should therefore be of 
real benefit to patients showing groups of the 
above symptoms and signs. 


Pure vitamin B, (Pyridoxine) is available in 
10 mg. Tablets and 50 mg. Ampoules. 


Further particulars from 


VITAMINS Limited 
(Dept. L.X.), 23, Upper Mall, London, W.6, 
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Ovaries and uterus of Ovaries and uterus of 
an immature rat before an immature rat after 
treatment with Antostab treatment with Antostab 


The physiological action of Antostab has been fully investigated in our 
Pharmacological Department and shown to produce an action in the ovary 
of the rodent characteristic to that of the anterior pituitary gland. It 
produces marked stimulation of the follicles of the ovaries with an increase 
in weight up to about fifteen times their original weights. Clinical results 
have its effectiveness in amenorrhoea, hypo-amenorrhoea, 


metrorrhagia and sterility due to ovarian insufficiency. 


PREGNANT MARES’ SERUM GONADOTROPHIN 


Supplied in ampoules containing 200 


International Units with solvent 


Box of 6 ampoules - - 12/9 


B887-201 
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HEPAMINO 


Proteolysed Liver 


Hepamino may be freely prescribed in all cases of pernicious 
anemia and all other forms of megalocytic anaemia. 
vide S.R.O., 1944, No. 32, “ The Liver Extract (Regulation 
of Use) Order, 1944, dated January 8, 1944.” 

Prices’ and Packs. 


Bottles of 5 oz. (approx.) . . . . each 15§/- 


Subject to professional discount. 


Literature, information and supplies available from 


Home Medical Department, Speke, Liverpool, 19. 


MEDICAL EVANS PRODUCTS 


Made in England by 
EVANS SONS LESCHER AND WEBB LTD « LIVERPOOL AND LONDON 
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‘SECONAL’ 


TRADE MARK 


BRAND 


Sodium Propyl Methyl Carbinyl Allyl Barbiturate 


One of the shortest acting barbiturates, ‘Seconal’ serves 


admirably to bring sound sleep without leaving after- 


effects of drowsiness next day. 


‘Seconal’ also finds 


favour with obstetricians as a hypnotic during labour, 


and with surgeons as pre-anesthetic medication. — 


*Seconal’ is supplied in 3/4 and 1-1/2 grain ‘Pulvules’ 
brand Filled Capsules in packages of 40 and 500. 


Eli Lilly and Company Limited 
Basingstoke and London 


INJECTION TREATMENT OF VARICOSE VEINS 


GLAXO 


‘Ethamolin’ as a sclerosing agent has 
the outstanding merit that, while it 
produces the firmest and most adherent 
thrombus, accidental leakage of the 
solution into the tissues around the 


vein will not cause sloughing. 


Pain following the injection is very 


infrequent, and there is considerably 


/ 
PRODUCT OF THE 


GLAXO LABORATORIES 


less tendency to any reopening of the 
vein. 


‘Ethamolin’ is a _ stable chemical 
compound of consistent potency ensuring 
uniform results. It is powerfully 
bactericidal, and thus it reduces to 
a minimum any risk of introduced 


infection from the injection. + 


ETHAMOLIN 


BRAND OF 


ETHANOLAMINE OLEATE 


2 cc. ampoules in boxes of 6 and 100. Bottles 15 cc, and 30 cc. 


LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434. 
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TOXIPATHIC AND TROPHOPATHIC 


HEPATITIS 
H. P. Himswortu L. E. Giynn 
MDLOND, FRCP M BLOND, MRCP 


PROFESSOR OF MEDICINE IN 

THE UNIVERSITY OF LONDON ; 

DIRECTOR OF THE MEDICAL 
UNIT AT UNIVERSITY 
COLLEGE HOSPITAL 


LECTURER IN MORBID ANATOMY 
AND HISTOLOGY ; ACTING HEAD 
OF THE DEPARTMENT OF 
MORBID ANATOMY IN THE 
MEDICAL SCHOOL 


NEcROsIS of the liver, by its association with many 
fatal illnesses, has long attracted the attention of clinicians 
and pathologists. Despite this, our knowledge of the 
subject is still very incomplete. Hepatic necroses have 
been classified on the basis of morbid anatomy, an 
association with poisoning has been established for some, 
an infective origin has been established for a few ; but 
the majority of lesions are as yet unexplained. Recently, 
however, a new fact has been discovered which throws 
light on the whole problem. Cirrhosis of the liver has 
been experimentally produced by abnormal diets® 1° *4 34 48 
and it was observed that a proportion of animals taking 
such diets develop, inconstantly and irregularly, hepatic 
necrosis. At the time it was generally assumed that this 
necrosis was but a transient stage in the sequence leading 
to cirrhosis, but lately we have been able to show that 
the two conditions are entirely distinct. 

We find that rats given a low-protein diet develop 
massive hepatic necrosis.*° “Neither the carbohydrate, 
fat, vitamin, mineral nor choline content of the diet exert 
more than, ‘at most, a modifying influence ; the deter- 
mining factor is the amount of protein eaten daily, and 
to this the incidence, severity and speed of development 
of the lesion in any group of animals is related. This 
relationship is so definite that it is possible not only to 
construct diets which will cause necrosis in 100% of the 
animals but also, by varying the protein content of the 
diets, to vary the speed of development and the severity 
of the lesion. But the quality, as well as the quantity, 
of protein is also of importance, casein even in small 
amounts protecting against the lesion while yeast protein 
even in liberal amounts fails to protect. This suggests 
that the protective factor is a component of protein 
rather than an intact protein molecule. Acting on this 
hypothesis we tested the protective power of various 
amino-acids and found that complete protection is given 
by methionine **—an amino-acid in which casein is 
particularly rich. Our conclusion from these results is 
that dietetic hepatic necrosis is a deficiency disease 
caused by deficiency of a component of protein and 
prevented by administration of methionine. 

Massive hepatic necrosis is always followed by scarring 
and, in those animals which survive for any length of 
time, by nodular hyperplasia. This latter lesion may 
sometimes resemble portal cirrhosis and this resemblance 
has proved confusing. ‘True portal cirrhosis can be 
produced in rats by other dietetic means, but its wtio- 
logical, pathological and clinical features are quite 
distinct from those of nodular hyperplasia. Dietetic 
portal cirrhosis is produced by diets which cause heavy 
fatty infiltration of the liver, whether this is due to an 
excess of dietary fat or a deficiency of lipotropic factors. 
It commences as a fine, uniform fibrosis throughout the 
organ, which first cireumscribes and then later invades 
the lobules. Provided the amount of dietary protein is 
sufficient the Jesion develops without necrosis. The 
absence of necrosis, the uniform distribution and the 
gradual development are conspicuous differences from 
massive necrosis. Clinically the diffepences are equally 
marked ; massive necrosis manifests itself as an acute 
illness, dietetic portal cirrhosis as a gradual deterioration 
of health extending over many months.*° 

This experimental work on animals appears now to 
have reached the stage at which its application to disease 
in man can be discussed. We realise, of course, that 
inferences drawn in such a discussion must be largely 
conjectural ; nevertheless we believe they may be useful. 
In this paper, therefore, we propose to compare necroses 
of the liver in experimental animals with similar conditions 
in man. 

Experimental necrosis of the liver can be produced in 
two ways—by certain poisons of chemical or vital origin, 
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or by lack of a nutritive factor contained in protein. 
When it becomes possible to discuss necrosis in terms of 
intracellular chemistry the distinction between these two 
kinds of necrosis may disappear; in the meantime, how- 
ever, it appears useful to distigguish them by special terms. 
The term ‘toxic necrosis ” is ge *nerally used to describe all 
types of necrosis associated with exposure to poisons; it is 
not limited to those produced by the direct action of a 
poison on the liver cells. We require a term with the latter 
restricted meaning and we propose the term “ toxipathic.’ 
A term is also required to distinguish necresis due to 
deficiency of a nutritive factor. This term should not 
imply that the state of deficiency can only be produced 
by dietary means. We therefore suggest the term 
“trophopathic.” Lastly, following modern usage, we 
shall use the term ‘ hepatitis ” to include all stages of 
the lesion from necrosis to healing by fibrosis. 


Experimental Toxipathic and Trophopathic Hepatitis 
in Rats 
EXPERIMENTAL TOXIPATHIC HEPATITIS 

This lesion can be produced by a variety of chemicals 
and bacterial toxins. The general pattern of the illness 
is similar in all. After giving to rats a single dose of a 
chemical poison, such as carbon tetrachloride, chloroform 
or phosphorus, or of a bacterial poison, such as the 
endotoxin of B. proteus, illness appears within a few 
hours. All the animals are affected and at about the 
same time. The illness is at its height 24—48 hours after 
the poison has been given, and if the animal survives this 
period recovery is complete in one or two weeks. Twenty- 
four hours after administration of the poison the liver 
shows macroscopically a ;general exaggeration of the 
lobular pattern, and microscopically a zonal necrosis 
involving every lobule throughout the organ. The 
position of the zonal necrosis within the lobule varies 
with different poisons. After chloroform or earbon 
tetrachloride the zonal necrosis is centrilobular; after 
phosphorus or the endotoxin of B. proteus it is periportal 
in distribution. During the next two or three days the 
dead cells are removed, and thereafter the liver returns 
progressively to normal so that at the end of a fortnight 
no trace of liver damage remains.’ ‘With repeated doses 
of poison, however, permanent liver damage may be 
produced. When doses of carbon tetrachloride, greater 
than the minimal toxic dose, are given at short intervals 
a typical portal cirrhosis eventually develops throughout 
the organ.? A similar widespread fibrosis occurs after 
repeated doses of phosphorus ** but this is said to differ 
in certain respects from a true portal cirrhosis.*! 


EXPERIMENTAL TROPHOPATHIC HEPATITIS 


The occurrence, severity and spread of development of 
trophopathic hepatitis in rats is inrmined by the degree 
to which the diet is deficient in protein. With marked 
deficiency the lesion appears relatively early and involves 
the whole organ, and all animals are affected; with 
slighter deficiency it appears later, involves only the left 
lobes, and affects only a proportion of the animals in the 
group. 

There is always a latent period of several weeks before 
rats taking the offending diet become ill. Then suddenly 
the illness appears, and, in the case of rats on the most 
deficient diet, all are dead within one or two weeks. 
Animals severely affected die, often with convulsions, 
within a few hours ; less severe cases may linger on for 
several days. With less deficient diets the illness may 
not be fatal. Rats which have undergone only a mild 
attack may, after a week or two, recover normal activity 
and appetite. They do not, however, reeover the weight 
they have lost, and if they continue to receive the 
deficient diet they may at any time be stricken down by 
another acute, and perhaps this time fatal, illness. If 
the original attack was more severe the animals remain 
grossly underweight, their coat becomes thin and rough, 
and in a few weeks they develop jaundice, ascites and 
cedema. 

Before the onset of clinical signs of illness the liver 
appears normal; afterwards necroses are present. The 
necrotic liver in its early stages resembles macroscopically 
‘*acute yellow atrophy,” later ‘‘ subacute red atrophy,” 
and finally nodular hyperplasia. Microscopically the 
resemblance is equally close. In the early stages large 
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areas of coagulative necrosis alternate with areas of intact 

’ liver cells; later, in the red areas, the necrotic cells have 
been removed and their place taken by dilated sinusoids ; 
while finally broad scars, containing nodules of regenerat- 
ing parencbymal cells, separate areas of normal liver 
tissue.?° 

The lesions are of exactly the same type, and pass 
through the same, changes, whether they affect the whole 
organ or are limited to the left lobes. The partial lesion 
is, however, of particular significance. By its limitation 
to those parts of the liver supplied by the left branch of 
the portal vein it reveals that a humoral factor enters 
into the production of trophopathic necrosis. The blood 
which passes up the left branch of the portal vein comes 
mainly from the spleen and lafge intestine ; that passing 
up the right branch mainly from the small intestine. We 
have suggested that the reason why the right lobes of the 
liver escape in partial trophopathie necrosis is because 
they receive blood which is rich in the products of protein 
digestion, whilst the left lobes develop necrosis because 
they receive blood which is poor in such products.?° 74 


COMPARISON OF EXPERIMENTAL TOXIPATHIC AND 
TROPHOPATHIC HEPATITIS 

Comparison of the clinical histories of the two types 
of experimental hepatitis reveals three broad differences. 
First, in all cases of toxipathic hepatitis the condition is 
associated with the deliberate introduction of an abnormal 
substance produced outside the liver. In experimental 
trophopathic hepatitis, on the other hand, there is no 
introduction of such an extraneous factor; on the 
contrary everything points to the lesion being due to the 
absence of a substance necessary for normal metabolism. 
Second, there is a marked difference in the time required 
for the illness to appear. And third, the conditions differ 
in regard to sequelze. Animals surviving a single attack 
of toxipathic hepatitis recover completely. Complete 
recovery after a single attack of trophopathic hepatitis 
does not occur, and death, either in the acute attack or 
as a result of its sequel, is the rule. 

However much trophopathic and toxipathic hepatitis 
may differ, they are both, at the onset, acute illnesses of 
sudden development. It is therefore all the more 
striking that the latent period in the two conditions differs 
so greatly. In trophopathic hepatitis the latent period 
is a matter of weeks, during the whole of which the 
animals remain healthy although exposed to the 
conditions necessary for the production of the illness. 
In toxipathic hepatitis, on the other hand, the latent 
period is measured in hours. 

These differences are readily explained by the different 
causative mechanisms in the two conditions. In 
trophopathic hepatitis the latent period is the time 
required for the state of deficiency to develop. Naturally 
this varies with the poverty of the diet in protein, the 
success of the individual in obtaining food from the 
common supply, and the stocks of body protein present 
in the animal at the beginning of the experiment. But 
until this state develops the internal environment of the 
liver cells is normal; when it has occurred necrosis 
follows and in a few hours illness is manifest. In 
toxipathic hepatitis, however, the appropriate internal 
state is at once created by the introduction of the 
necrotising agent into the body. Thus the animal with 
toxipathic hepatitis is in a similar position, immediately 
after receiving the poison, to the animal with trophopathic 
hepatitis after several weeks on a deficient diet; and 
in the next few hours the symptoms of acute hepatic 
necrosis appear in both. 

The pathological features of the two conditions show 
equally striking differences. In the early stages of 
toxipathic hepatitis the necrosis is zonal in type and 
affects every lobule throughout the liver in the same 
fashion and to approximately the same extent. In 
trophopathic hepatitis the necrosis is massive in type, 
the lesions are irregularly distributed, and the extent to 
which the different lobules are involved ranges from 
total death of all parenchymal cells to unscathed survival. 
In toxipathic hepatitis the course depends upon whether 
the attack is single or repeated. If it is single, complete 
restitution to’ normal takes place; if it is repeated, a 
uniform diffuse fibrosis develops throughout the organ. 
In trophopathic hepatitis scarring of the liver inevitably 
follows even the mildest attack. Such searring occurs 
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at the sites of previous necroses, and, these being 
irregularly distributed, the final result is that bands of 
maturing fibrous tissue separate areas of normal liver 
tissue in which there is no excessive fibrosis. 

It is thus apparent that toxipathic hepatitis and 
trophopathic hepatitis are two distinct conditions— 
distinct in their causation, their clinical course, their 
pathological appearances and their sequele. Of these 
features the pathological are the most characteristic, and 
using these as our guide we can now consider human 
cases of hepatic necrosis. 

Toxipathic and Trophopathic Hepatitis in Man 
TOXIPATHIC HEPATITIS IN MAN 

The accounts of human cases of poisoning provide 
numerous examples of toxipathic hepatitis due to 
chemicals, 

A man aged 22 was admitted to hospital two hours after 
taking rat poison containing phosphorus. Three days later 
jaundice developed and he died six days after taking the 
poison. At autopsy the liver weighed 1850 g. (normal 
1500 g.) and microscopic examination showed extreme fatty 
changes greatest at the periphery of the lobules.°® 

A girl aged 17 was given chloroform anesthesia. Next 
day she was drowsy, the day after that she was jaundiced, 
and she died three days after the administration of the anwes- 
thetic. At autopsy the liver weighed 1800 g. and there was 
necrosis around the central veins of each lobule.°*® 

A child of 5} years was given 1 c.cm. of carbon tetrachloride 
and died 48 hours later. The liver showed centrilobular 
necrosis involving half to two-thirds of each lobule.** 

The above examples are all instances of poisoning by a 
single dose of the particular chemical. The following two 
cases illustrate the effect on man of repeated doses. 

A man aged 50 was under the impression that inhalation 
of chloroform would remove injurious microbes from his air- 
passages. Eor six months he inhaled small doses of chloro- 
form daily. At the end of that time he developed jaundice 
and was found to have an enlarged liver. Eighteen months 
later he developed ascites and he died with cirrhosis of the 
liver. 

A man aged 46 had been occupied over elev en years in 
cleaning clothes with a fluid consisting of 55° carbon tetra- 
chloride and 45°, naphtha and benzene. At autopsy the liver 
weighed 1135 g., was diffusely fibrous and showed a coarse 
perilobular fibrosis. *’ 

It is thus apparent that the clinical and pathological 
features which develop in man after exposure to certain 
chemicals closely resemble those in the experimental 
toxipathic necrosis produced by the same poisons in 
animals. There are many illnesses, however, with the 
pathological features of a toxipathic hepatitis, in which 
there is no exposure to a chemical poison. Infective 
hepatitis and certain toxemias of pregnancy are examples. 

Knowledge of the nature of the hepatic lesion in 
infective hepatitis formerly depended upon a few post- 
mortem examinations of subjects who had died from 
intercurrent illmess.'* Recently, however, by using 
the technique of liver puncture, samples of liver have 
been obtained during life.'° ** It is now established that 
in the acute stages the process is usually a zonal necrosis, 
and that with clinical recovery complete restitution of 
the liver to normal takes place. Infective hepatitis, 
therefore, has the pathological features of a toxipathic 
hepatitis ; and there is nothing in its clinical features 
inconsistent with this suggestion. All the evidence at 
present available goes to show that infective hepatitis is 
produced by an unknown infective agent.*!7 The time 
required for development of the illness after contaet with 
an infected person appears to be 3-5 weeks *° 4* and it 
seems justifiable to regard this as the time required for 
the incubation of the infecting agent. At the end of this 
time the liver is affected. But the illness soon subsides. 
Apparently, therefore, the hepatitis is of short duration 
and comparable to that produced by a single dose, rather 
than multiple doses, of a poison. Complete restitution 
to health is accordingly to be expected. 

Three types of hepatic lesions have been described as 
occurring in the toxemias of pregnancy: centrilobular 
necrosis associated with severe pernicious vomiting !° ; 
peripheral lobular necrosis associated with eclampsia * ; 
and acute yellow atrophy. Acute yellow atrophy is a 
separate condition and will be discussed later. In the 
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two former, however, the necrosis is zonal in type and 
widespread in the organ, and it is not followed by 
permanent changes in the liver. It has, therefore, the 
features of a toxipathic hepatitis. 

There is no need to multiply the instances of toxipathic 
hepatitis in man. The above examples illustrate its 
features and further indicate that the conception of 
toxipathic hepatitis has a wider intention than simply 
to cover these cases of hepatitis produced by the action 
of a few known chemicals. 


FACTORS INFLUENCING THE DEVELOPMENT AND 
SEVERITY OF TOXIPATHIC HEPATITIS 


When adequate doses of toxipathic agents are given to 
animals living under controlled constant conditions, then 
hepatic lesions of approximately the same severity are 
consistently produced in all. In man, on the other hand, 
there is considerable variation in the response of different 
individuals to particular poisons even when these are 
taken in doses which are known to be adequate. It is 
questionable, however, whether the incidence of symp- 
toms of liver damage is a reliable indication of the 
incidence of toxipathic hepatitis. | Experimental toxi- 
pathic hepatitis is a transient condition. Diagnostic 
clinical features, such as jaundice, are uncommon and 
the existence of liver damage may easily be unsuspected 
if animals are not killed to prove its presence. In man 
acute liver damage is rarely suspected unless it is 
sufficiently severe to produce jaundice, and if complete 
recovery from the particular illness is the rule, then many 
‘* subclinical ” cases may be overlooked. It is therefore 
quite possible that liver damage after exposure to 
toxipathic agents may be far commoner than is realised, 
and that the discrepancy between clinical and experi- 
mental observations regarding the incidence of hepatic 
lesions may be less than was thought. But it cannot be 
denied that there are great variations in individual 
susceptibility and in the severity of manifest cases of 
toxipathic hepatitis, and these require consideration. 

It has been known since 1914 that the susceptibility 
of dogs to carbon tetrachloride increases with the amount 
of fat in the liver.“* More recently it has been shown 
that protein depletion renders dogs more susceptible to 
chloroform poisoning and that if this depletion is 
remedied the susceptibility returns to normal.** Diet 
also influences the degree of liver damage produced by 
neoarsphenamine, severe damage occurring when the 
animals are on a low-protein high-fat diet.*® This latter 
observation is of particular interest because animals on a 
normal diet are so insusceptible to this drug that many 
times the usual clinical dose is required to produce even 
minimal lesions. In human subjects no certain 
evidence of the influence of nutrition on the susceptibility 
of the liver to injury has yet been produced, but there 
is no reason to doubt that it may play its part. It 
should be noted, however, that in all the animal experi- 
ments diet has not changed the type ‘of liver damage, but 
simply its severity ; the lesion still has the features of a 
toxipathic hepatiti is. 

The findings in hepatitis associated with treatment by 
the organic arsenical drugs raise the possibility of a 
further factor which influences both the severity and the 
incidence of this kind of hepatitis. The liver lesion in 
patients treated with these drugs may be either zonal 
necrosis 141° or a massive necrosis. With the latter we 


are not here concerned. The hepatitis with zonal 
necrosis is common, and recovery from it is usually 
complete. The one feature in which it differs from a 


typical toxipathic hepatitis, and from the experimental 
hepatitis produced in animals by arsphenamine, is that 


its development is often delayed ungil three or four 
months after treatment has begun. The following 
considerations may throw light on this point. The 


incidence of jaundice in a venereal disease clinic does not 
remain constant, as would be expected if its sole cause 
were the drug administered, but varies in epidemic form. 
This variation has been related to the incidence of 
infective hepatitis in the neighbourhood of the clinic,** 51 54 
but it has been noted that the incidence in the clinic 
patients is higher than in the ordinary population.** 
These observations could be explained by the cumulative 
effect of two relatively weak toxipathic factors. the dr ug 
and the infective agent of infective hepatitis..* On 


occasion each alone can produce a toxipathic hepatitis ; 
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together they and with more 


severity. 


produce it more frequently 


Trophopathic Hepatitis in Man 
TROPHOPATHIC HEPATITIS DUE TO DIETARY DEFICIENCY 

No certain evidence of the occurrence of massive 
hepatic necrosis due to a deficient diet has yet been 
produced. But the following evidence is suggestive. 

It is generally agreed that it may be difficult to 
distinguish pathologically, in the later stages, a liver 
showing portal cirrhosis from one which has been the seat 
of generalised massive necrosis and has developed equally 
generalised nodular hyperplasia. Now it has long been 
known that a type of * cirrhosis of the liver ” is common 
amongst the poor natives of the Punjab *’ ** ** and of 
the Rand,’*® and no satisfactory explanation for this has 
been found. Hughes in a detailed study has excluded 
many factors, among which was alcohol. He has 
associated the lesion with a severe jaundice which occurs 
in seasons when malaria is rife, although his attempts to 
show that the lesion was due to malaria all failed.** 
Patients dying from this jaundice show “ extensive 
necrosis of the liver.” 

Recently Gillman ?* has confirmed the prevalence of 
cirrhosis of the liver in the Rand and has investigated 
the effect of feeding rats on the diet habitually eaten by 
the affected natives. He found that the rats developed 
a ‘nodular cirrhosis ” of the liver, usually confined to 
the left lobes. The diet he used and the diet habitually 
eaten by the poor Indian natives ** *’? both have a very 
low protein content. From our experience in producing 
dietetic injury of the liver we have no hesitation in saying 
that the partial cirrhosis he produced is not a true 
cirrhosis in the sense of portal cirrhosis, for dietetic portal 
cirrhosis is a diffuse lesion involving the whole organ. 
The partial lesion is a nodular hyperplasia following a 
partial massive necrosis of the liver, a condition which 
can readily be produced by a low-protein diet. Itis thus 
possible that the ‘ cirrhosis of the liver ’’ found among 
the poor in the Punjab and in the Rand is in fact the final 
stage of a trophopathic hepatitis due to a dietary 
deficiency of protein—a condition which, when fully 
developed, may closely resemble true portal cirrhosis. 


MASSIVE HEPATIC NECROSIS AS A COMPLICATION OF 
OTHER ILLNESSES 

The clinical records of massive hepatic necrosis show 
that as a rule it complicates another illness, and it is 
uncertain whether it ever arises as a primary illness. 
Also the illnesses which are occasionally complicated 
by massive necrosis are usually themselves capable of 
causing a toxipathic hepatitis. It is thus necessary to 
consider not only the factors which may cause massive 
hepatic necrosis but also the relationship of toxipathic 
hepatitis to this condition. 

Poisons.—Exposure to trinitrotoluene °* and cincho- 
phen * is well known to be followed in a proportion of 
cases by massive hepatic necrosis, and a residual scarring 


has been noted in the survivors. The following case- 
histories show the main features of these types of 
hepatitis. 


A boy aged 16 was employed melting TNT from May 23 
to the end of June, 1916, when he was discharged and returned 
to live on a farm. On August 28 he started to vomit, on 
Sept. 1 he was jaundiced, and on Sept. 9 he died. At autopsy 
the liver weighed 550 g. and showed changes typical of acute 
yellow atrophy.>® 

A woman aged 30 was admitted with signs of ascites ten 
years after an attack of jaundice whilst working with TNT. 
At autopsy the liver was fibrosed and in places showed signs 
of subacute necrosis.°* 

A woman aged 54 complained of vomiting, oedema and 
jaundice, Seven weeks previously her doctor prescribed 
cinchophen and she had taken this substance in therapeutic 
amounts for 5} weeks. Jaundice developed ten days after 
taking the last dose. On admission the case presented all the 
features of “‘ acute yellow atrophy.’’ She died a month later 
and massive necrosis of the liver was found. 

The most remarkable common feature -of the above 
clinical histories is the length of the latent period between 
the first exposure to the poison and the development of 
the symptoms of liver disease. This is very different 
from the history in cases of toxipathic hepatitis due to 
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such chemicals as phosphorus, chloroform and carbon 
tetrachloride, in which symptoms follow exposure within 
a few hours. There are, on the other hand, striking points 
of similarity to experimental trophopathic hepatitis— 
the identity of the pathological findings ; the long latent 
period before the illness develops and during which 
exposure continues ; the fact that only a small minority 
of the population at risk contract the illness; and the 
development of nodular hyperplasia in the survivors. 

The question now arises as to whether massive necrosis 
due to these poisons can be referred to impaired nutrition 
of the liver cells. 

There is no direct evidence on this point in human 
cases; but there is suggestive experimental evidence. 
Neither of the poisons produces massive hepatic necrosis 


when injected into animals living under ordinary 
conditions. In the case of TNT however, typical 
massive necrosis has been produced under special 


experimental conditions.** high-fat low-protein diet, 
containing just enough protein to prevent dietetic 
necrosis of the liver, is first given to the animals for 
several weeks. Then TNT is administered and massive 
necrosis appears after a latent period of one or two weeks. 
In explaining this effect three observations are pertinent. 

1, The severity of the lesion, and the certainty with which 
it could be produced, increased with the length of time for 
which the animal had been taking the protein-deficient diet 
before TNT was given. 

2. TNT raises the metabolic rate and thus increases the 
requirements for protein. 

3. It is known that one isomer of TNT combines with 
amino-acids.? 


The first of these factors tends to deplete the body of 
protein ; the others to increase the protein requirement. 
Thus the combined influence of the three will speedily 
produce a severe state of protein deficiency and in this 
Way may easily precipitate a trophopathic hepatitis. 
Similar factors may well influence the development of 
massive necrosis in other conditions—e.g., in thyro- 
toxicosis, after taking dinitrophenol, and in selenium 
poisoning.*!* 

Infections and Pregnancy.—Turning now to the massive 
hepatic necrosis which may supervene during an infectious 
illness, that associated with infective hepatitis can be 
taken as anexample. This association was first pointed 
out by Cockayne in a masterly article published in 1912 1" 
and subsequent experience, especially in the field of 
epidemiology, has amply confirmed his observation that 
the death-rate from massive necrosis increases when 
infective hepatitis is epidemic.‘ '*1**° The question 
thus arises, is the massive necrosis which is seen with 
increasing frequency during an epidemic of infective 
hepatitis simply due to an accentuation of the process 
which usually produces a transient zonal necrosis? Or 
is it a separate and distinct condition which supervenes 
on the more benign infective hepatitis ? Two observa- 
tions are suggestive in this connexion. 

The first is developed at length by Cockayne.'! He 
drew attention to many reports which indicated that 
pregnancy affected the course of infective hepatitis. 
Thus Ballot ' recorded an epidemic in St. Pierre, in the 
island of Martinique, in which eight pregnant women 
were attacked. Seven of these aborted a fortnight after 
the onset of jaundice and all died with symptoms of 
ictére grave within 3-38 hours of delivery. Bardinet * 
records an epidemic in Limoges in which all the cases 
were mild save those occurring in pregnant women. 
Several of these died from ictére grave. Hardie ** 
mentions the case of a young boy who developed and 
then recovered from mild infective hepatitis. His sister, 
who was pregnant, later developed jaundice and died of 
acute yellow atrophy. Hayward ** records an opposite 
sequence, in which a pregnant woman died of acute 
yellow atrophy and ten days later her husband developed 
a mild attack of infective hepatitis. When one considers 
the preference the foetus enjoys in the matter of food- 
supplies available for both mother and child, one can 
hardly fail to entertain the possibility that the develop 
ment of massive necrosis in the mother’s liver may be 
influenced by the diversion of essential nutriments to 
the foetus. 

The second observation is that before the first World 
War massive necrosis of the liver was a rarity in Central 
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Europe. During that war and for some years afterwards 
its frequency astonished experienced clinicians. The 
German clinicians strongly put forward the view that 
this increased incidence was related primarily to the 
general malnutrition of the people °* °° and not simply 
to the prevalence of infective hepatitis. 

The incidence of massive necrosis is greater among 
females than males. This is largely due to the number 
of cases in pregnant women *’; thus of 164 cases in 
women 66 were in patients who were either pregnant 
or suckling.®® The predisposition of pregnant women to 
develop deficiency states is well recognised and it is 
attributed to a natural provision by which the nutritional 
demands of the foetus are satisfied even at the expense 
of the mother’s health. If in addition the maternal 
diet .is faulty, or absorption of food is curtailed by 
anorexia and vomiting, development of a deficiency 
disease may be inevitable. The occurrence of a tropho- 
pathic hepatitis in pregnant women can be explained in 
this way, as also can the observation that the infants in 
such cases do not themselves show massive hepatic 
necrosis. 

A Common Factor ?—In the foregoing examples of 
massive hepatic necrosis occurring in human subjects we 
have considered the lesion occurring in association with 
poisoning, with an infectious illness and with the toxzemia 
of pregnancy. It is difficult to believe that three such 
diverse groups of illness could lead to the production of 
a common toxin which, acting on the liver, would produce 
massive necrosis. But in each case there are indications 
of interference with nutrition and, although the evidence 
does not permit the statement that the massive necrosis 
observed is entirely due to that interference, it can at 
least be said that each of these iilnesses has one point in 
common: each produces conditions conducive to the 
development of trophopathic hepatitis. 


RELATIONSHIP OF TROPHOPATHIC TO TOXIPATHIC 
HEPATITIS 


It is evident that, in man, massive hepatic necrosis 
usually arises in the course of an illness which itself is 
caused by an agent capable of producing liver damage 
of a toxipathic type. What then is the relationship 
between texipathic hepatitis and massive hepatic 
necrosis and is it such as to invalidate the conception 
that massive hepatic necrosis is trophopathic ? The mas- 
sive hepatic necrosis in human subjects often affects the 
left lobes of the liver more heavily than the right.‘ 
Asimilar predilection is shown by experimental tropho- 

thic necrosis. This we have attributed to the left 
obes of the liver receiving blood poor in the protective 
factor. But it is clear that a deficient supply of this 
factor to the liver can arise in other ways. Restriction 
of the circulation through the liver woukk produce the 
same result, even if the blood contained normal amounts 
of protective factor, and the site of such restriction 
would govern the distribution of the necrotic process. 

One of the most constant features of livers which are 
the seat of toxipathic necrosis is that they are enlarged 
and swollen. That this indicates increased tensions 
within Glisson’s capsule can readily be seen at autopsy ; 
on slicing into the liver, the cut surface.bulges over the 
capsule. In such cases the circulation through the liver 
must be impeded. The course of events in such cireum- 
stances depends upon three factors: (1) the amount of 
protective factor circulating in the blood; (2) the 
degree of circulatory restriction; and (3) the duration 
of the latter. If the amount of circulating protective 
factor is large, then massive necrosis will not supervene 
and the case follows the lines of an ordinary toxipathic 
hepatitis ; if the amount is low, a generalised massive 
necrosis results ; if the amount is intermediate, massive 
necrosis supervenes only in those areas where the circula- 
tion is most impeded. But even in health the left 
vascular territory is exposed to a lower concentration 
of protective factor than the right, and this discrepancy 
is necessarily exaggerated when swelling of the liver cells 
impedes the circulation. The result is that massive 
necrosis tends to develop in the left lobe more than in 
the right. The degree of circulatory restriction is of 
importance because it determines the speed with which 
the deficiency state develops. With sudden and complete 
arrest of the intralobular circulation death is rapid ; 
and we should term the resulting necrosis an infarct, 
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With lesser degrees of restriction the supervention of 
massive necrosis will depend on the other two factors : 
the amount of protective factor in the blood and the 
duration of the circulatory restriction. 

It is clear that by curtailing the blood-supply a state 
of deficiency can be induced more rapidly than by 
depleting the protein reserves of the body by means of 
a protein-deficient diet. This explains why massive 
hepatic necrosis takes several weeks to develop in 
dietary experiments, whereas it may develop within a 
few days in toxipathic hepatitis. 

It is possible that circulatory factors may determine 
the appearance of necrosis, not only in broad vascular 
territories but also within the individual lobule. 
Retardation of the intralobular circulation, whether this 
is brought about by swelling of the parenchymal cells or 
by obstruction of the blood-flow into or out of the 
lobule, will result in the centrilobular cells receiving blood 
which has largely been depleted of its nutritional elements 
by the peripheral cells. A centrilobular trophopathic 
necrosis may thus ke brought about. This might well 
explain the central necrosis in the nutmeg liver of cardiac 
failure,* those cases of toxipathic hepatitis showing 
both periportal and centrilobular lesions,'4?!5 and the 
effects of protein depletion in exaggerating, and protein 
administration in mitigating, the zonal necrosis produced 
by certain toxipathic agents.** °* The anatomical form of 
a necrosis arising from deficiency of an essential nutrient 
may thus indicate the degree of that deficiency—severe 
deficie ney, however brought about. causing the death of 
cells throughout the lobule, while mild deficiency affects 
only those cells round the central vein. The sequelz would, 
of course, differ according to the form of the necrosis.’ ° 
Massive necrosis is always followed by scarring at the site 
of the lesion: zonal necrosis, if transient, by recovery ; 
if prolonged, by diffuse fibrosis. 

The ultimate and characteristic expression of nutri- 
tional deficiency in the liver in man is, however, massive 
necrosis, Its occurrence as a complication of the toxi- 
pathic hepatitis which normally occurs in infective 
hepatitis, neoarsphenamine jaundice, and chloroform 
poisoning, is explained on the above lines. Thus, what- 
ever the nature of the primary illness, this massive 
hepatic necrosis is to be regarded as a conditioned 
deficiency disease. As such it is a trophopathic hepatitis, 
and many cases should therefore be preventable. * 


Summary 
Two types of experimental hepatitis in rats can be 
distinguished : (a) toxipathic hepatitis, due to the direct 
action of noxious substances on the liver cells, and (b) 
trophopathic hepatitis, due to dietary deficiency of a 
component of protein. 

2. Experimental toxipathic hepatitis develops rapidly 
after exposure to the poison. The liver shows a diffuse 
zonal necrosis. In survivors recovery is complete. 
Repeated exposures to the poison, however, produce a 
diffuse hepatic fibrosis. 

3. Experimental trophopathic hepatitis develops 
ouly after a Jong latent period. The liver shows massive 
necrosis which always leads to post-necrotie scarring and, 
in severe cases, to nodular hyperplasia. 

4, In man the hepatitis following exposure to such 
poisons as chloroform, phosphorus and carbon tetra- 
chloride has the features characteristic of toxipathic hepa- 
titis. The zonal hepatitis seen in eclampsia and infective 
hepatitis, and after treatment with the organic arsenical 
preparations, also appears to be of thistype. Association 
of two or more weak toxipathic agents may produce a 
high incidence of severe hepatitis. 

5. In man massive hepatic necrogis, and its sequel 
nodular hyperplasia, may be attributed to a trophopathic 
hepatitis. There is suggestive evidence that this can 
arise as the direct result of a dietary deficieney. But most 
commonly it develops as a complication of a preceding ill- 
ness and itis then to be regarded asa conditioned deficiency 
disease distinct and separate from the illness which it 
complicates. 

6. Restriction of the intrahepatic circulation is an 
important predisposing cause of trophopathic hepatitis 
inman. It most commonly results from the swelling of 
liver cells previously injured by a toxipathic agent. 
Pregnancy, vomiting and anorexia contribute to the 
development of a trophopathic hepatitis by reducing the 


amount of protective nutriment available to the eer 
cells, An increased metabolic rate may have the same 
effect by increasing the general bodily requirements for 
protein. It is also possible that certain poisons, such as 
selenium and TNT, can produce the condition by com- 
bining with components of protein so as to render them 
inutilisable. 
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AMERICAN OPINIONS ON MEDICAL CARE.—-A comprehensive 
survey of popular views on medical care and prepayment 
plans in the United States has been carried out by the 
Opinion Research Corporation, and its findings are reported 
in the New York Times of March 9. Two-thirds of the people 
surveyed think that some easy-payment scheme should be 
devised for settling doctors’ bills. A third approve of the 
federal government providing medical care out of social- 
security taxation, but less than a quarter agree that the 
government should control the medical profession, When 
asked, ‘“*‘ Have you ever felt that a doctor charged you an 
unreasonable amount for his services ?”’ no less than 77% 
answered ‘* No,”’ but 29% said that they have sometimes put 
off going to a doctor because of the cost. Only a quarter of 
all workers in industry were found to be cove sred by a group- 
prepayment plan? Judging by a sample survey of the 


medical profession, over 90% of doctors disapprove of the 
compulsory provisions of the sociaf-security health-insurance 
Lill now before Congress. 
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TRAUMATIC ISCHEMIA IN THE 
FOREARM AND LEG 


S. STANFORD, M B LPOOL, FRCS E 
FLIGHT-LIEUTENANT RAF ; ‘LATE ORTHOPAEDIC REGISTRAR, 
GENERAL INFIRMARY, LEEDS 


THE treatment of the two following cases illustrates 
important features of ischemia. In the first patient 
traumatic arteriospasm was successfully treated by 
arterial surgery. The second developed an ischzemic 
nerve paralysis of the leg. 

CASEeREPORTS 

CASE 1.—A boy of 8 was admitted to hospital at 
9PM on June 21,1941. Three hours previously he had 
fallen from a tree on to his right hand. 

There was gross swelling and deformity at the elbow. The 
eirculation was normal and there was no nerve lesion. Radio- 
graphy showed a supracondylar fracture of the right humerus 
with backward displacement of the lower fragment (fig 1). ‘The 
fracture was reduced at once, immobilised in a plaster slab, 
and the limb elevated. Next morning the radial pulse was 
normal, there was no palsy, but check radiography revealed 
redisplacement of the fracture. Immediate manipulation 
under direct X-ray control achieved 100% successful reduction. 

Seven hours after the second manipulation, examination 
revealed an almost imperceptible pulse and a median nerve 
palsy. The fingers were cold and blue but there was no 
contracture. To exclude extrinsic pressure, the plaster slab 
was removed and the limb immobilised in a sling at 120°. 
Elevation was continued. Four hours later there was severe 
pain at the elbow, radiating down the forearm. The elbow 
region was tense and swollen. The, fingers of the right hand 
were cold, cyanosed and immobile in slight flexion. Passive 
attempts at extension caused severe pain referred up the 
forearm. The radial pulse could not be felt. 

A diagnosis of early Volkmann’s ischemia was made, 
and the antecubital fossa was at once explored through an 
incision along the inner border of the bicipital tendon. The 
flexor muscles were found to be swollen, under ‘considerable 
tension, and dark blue. Blood-clots and several small bone 
fragments, lying among torn brachialis anticus, were angu- 
lating and compressing the brachial artery from behind. 
The veins were not compressed. The brachial artery was 
white, contracted and non-pulsatile, from a point about 2 in. 
above the elbow to the first few inches of the radial and ulnar 
arteries. Pulsation was present in the brachial artery 
proximal to the fracture. Median and ulnar nerves appeared 
normal. 

The clots and bone fragments were removed ; the arteries 
and median nerve were mobilised. As this failed to improve 
the circulation in the hand immediately, and did not produce 
local pulsation in the arteries, 1° procaine was injected 
into the adventitia of all three arteries, and periarterial 
stripping was then performed on the lower 3 in. of the brachial 
artery. This was followed by immediate improvement in 
the colour of the hand. Pulsation returned to the brachial 
and ulnar arteries, but not to the radial. The deep fascia was 
left unsutured, the skin was closed with difficulty, and the 
fracture was then reduced. 

When examined 6 hours later, the fingers had a healthy 
pink colour and normal mobility, except for the median 


Fig. | (case 1)—Condition on admission. 
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palsy. The slight con- 
tracture had disappeared. 
The radial pulse returned 
12 hours after operation. 
Check radiography showed 
satisfactory apposition 
and alignment of the frac- 
ture. Convalescence’ was 
uninterrupted, and the 
median palsy had 
recovered completely by 8 
weeks. Examination 7 
months after operation 
elicited a normal radial 
pulse, full finger move- 
ments, and no contracture. 
Residual wasting of the 
forearm had almost dis- 
appeared with remedial 
exercises. Elbow move- 
ments were full except for 
20° limitation of extension. 

A biopsy from the fore- 
arm flexors was done a 
year after operation.s The 
pathologist reported : 
‘There are areas of normal 
muscle, areas showing a 
moderate degree of atro- 
phy, and a few areas 
showing swelling of the fibres. In the atrophied areas the 
fibres are separated by a delicate connective tissue. The 
swollen fibres are paler than normal, and show longitudinal 
splitting into their constituent fibrils. The sarcolemma nuclei 
show no increase or reduction in numbers. There is no 
evidence of infarction, dense fibrosis, or inflammation. The 
vessels appear normal.” 


Fig. 2 (case 2)—Atrophy of the calf muscles. 


CASE 2.—A man of 31 sustained a severe comminuted 
closed fracture of the middle third of his left tibia and 
fibula on Feb. 5, 1941. 


It was treated in hospital, by manipulation and unpadded 
plaster, on the day of the accident and again next day. 
Subsequently he had increasing pain in that leg, and the plaster 
was found to be tight. It was therefore bivalved and the 
limb elevated; immobilisation was continued on a back- 
splint. At this stage the leg was grossly swollen and very 
tense in the calf; there were no pressure sores or other 
gross evidence of external pressure. Mobility and circulation 
of the toes were very poor; the posterior tibial artery was 
pulsating only faintly, but the dorsalis pedis was normal. 
The great toe was anesthetic and showed commencing 
discoloration. Careful expectant treatment avoided gan- 
grene of the foot, and he was eventually discharged in a walk- 
ing plaster with crutches. Exploration of the arteries had 
not been done, nor apparently any operation during the early 
stages to relieve tension. 

When first seen by me on Nov. 20, 1941, he was in good 
general health. He was walking without sticks or plaster, 
but limped badly on his left leg. Examination revealed 
wasting of the whole leg (fig. 2), but. more particularly of the 
flexor compartment. The calf muscles felt indurated. There 
was atrophy and reaction of degeneration in the intrinsic 
muscles of the foot. All the toes showed gross trophic 
ehanges ; chronic paronychia was also present in the great 
toe (fig. 3). The ankle presented an equinus deformity of 
20°, with a-further 20° range of plantar flexion. Other foot 
movements were three-quarters of the normal range. The 
toes were flexed at the interphalangeal, and hyperextended 
at the metatarso-phalangeal, joints. The circulation in the 
left foot was much impaired ; the dorsalis pedis artery was 
just palpable, but no pulsation was felt in the posterior tibial 
artery. All arterial pulses in the right lower extremity were 
normal, There was hyperesthesia on the dorsum and 
sole of the left foot. Knee movements were full and the 
quadriceps satisfactory. Radiography showed a malunited 
fracture of the left tibia and fibula. 

An opportunity for biopsy occurred about 18 months after 
the original injury, and the calf was explored through a small 
incision. The superficial and deep flexors were found to be 
indurated, with diminished vascularity. Arteries and 
nerves in the area of exploration appeared normal. The 
pathologist reported : ‘* All the muscle-fibres in this biopsy 
show a severe atrophy which varies much in degree from 
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fibre to fibre. Delicate connective tissue separates the fibres 
from one another. A notable multiplication of sarcolemma 
nuclei is present, some of the nuclei lying within the fibres. 
Except in the most atrophied fibres, cross striations can be 
seen easily. There is slight thickening of the connective 
tissue septa, but no evidence of massive dense fibrosis. There 
is no evidence in the biopsy of infarction or inflammation. 
The blood-vessels appear normal ”’ (fig. 4). 


DISCUSSION 

The details of Volkmann’s ischemic contracture have 
been discussed fully in recent papers. Arterial ob- 
struction has been accepted as the causal lesion, It may 
follow any severe injury to the limb, but usually com- 
plicates a fracture. The papers by Leriche (1928 and 
1935), Garber (1939), Griffiths (1940), and Cohen (1940 
and 1944) review the whole subject. Ischaemia of the 
lower limb has, however, seldom been reported. Cases 
are described by Griffiths (1938), Riche et al. (1939), 
Horwitz (1940), Albert and Mitchell (1943), Highet and 
Holmes (1943). 

An important contribution is the series of 6 cases 
described by Parkes (1948a.). In all of these 
anesthesia and muscle degeneration had followed a 
too-tight plaster, and Parkes thinks that the tight 
plaster directly interferes with the vascular supply to 
the nerve trunks, thus resulting in the degeneration. 
He names this condition “ traumatic ischemia of the 
nerve trunks.” The leg is greatly swollen and tense 
during the initial period ; this could produce not only 
paralysis of the main nerve trunks, but also an ischemic 
contracture of the muscles. The histology of nerve 
ischemia is that of muscle atrophy following paralysis. 
In Volkmann’s contracture there is muscle infarction, 
fully reported by Bristow (1923) and Griffiths (1940). 


Fig. 3 (case 2)—Trophic changes in toes of left foot. 


These differences are fully described by Watson-Jones 
(1943). According to Parkes (1948b), anzsthesia 
commencing in the great toe and spreading centripetally 
to involve the territories of all the deep nerves of the leg, 
is typical of nerve ischemia; so too is paralysis and 
reaction of degeneration in all the intrinsic muscles of 
the foot, including the extensor digitorum brevis. 
Hyperesthesia and hyperalgesia may be present after 
a year, because of regeneration of nerve-fibres. There 
is a much delayed response to pin-prick in the areas of 
the sole where sensation to pin-prick has recovered, 
but that to light touch has not. This Parkes attributes 
to regeneration of ‘slow ’’ pain fibres, which by virtue 
of their small diameter are more easily able to get through 
the damaged length of nerve trunk. 

In the treatment of ischemia, the need for early 
diagnosis and prompt exploration is accepted. To 
prevent deformity, operation within 12 hours is desirable, 
and within 24 hours essential. Thessurgical treatment 
aims at incising the deep fascia freely and_ relieving 
tension. This would normally suffice for nerve ischaemia, 
but in every exploration the operation should proceed 
to thorough inspection and gentle mobilisation of the 
artery. If arteriospasm is present and these measures 
do not restore pulsation locally and peripherally, then 
arteriectomy is indicated; it is particularly necessary 
if there is a localised contusion or laceration of the 
artery, with probable thrombosis. 

In case 1 it was probably the second manipulative 
reduction which injured the brachial artery and caused 
the spasm, in spite of the perfect X-ray result. The 
circulatory improvement obtained at operation was 
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probably due just as much to the mechanical release of 
the bony obstruction as to release of the arteriospasm 
by stripping. The fact that the radial artery remained 
in spasm for some time after operation suggests that it 
was too vigorously handled during the operation. 
In case 2 the absent posterior tibial pulse and 
hyperesthesia of the foot suggest that the lesion is ‘a 
nerve ischemia. This is confirmed by the histology, 
which shows muscle atrophy but no infarction (fig. 4). 
SUMMARY, 

Two cases of ischemia following fracture are reported. 

Attention is drawn to ischemic paralysis of nerve 
trunks caused by circulatory obstruction, and to the 
necessity for immediate exploration whenever ischemia 
follows fracture. 

I have to thank Dr. E. Horne of the department of 
pathology, University of Leeds, for reports ; and the librarian 
of the Royal Society of Medicine for his help. 
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MakinG Bioop-Froms.—Dr. A. M. Thomas, of Wrexham, 
suggests a modification of the two coverslip technique for mak- 
ing blood-films. A small drop of blood 1—2 mm. in diameter is 
touched on the surface of a clean glass slide about half an inch 
from oneend, This slide is placed face downwards on a second 
slide, so that the drop of blood is sandwiched between the two. 
The drop will spread by capillary action if the slides are clean, 
and it is unnecessary to apply more than light pressure. It is 
more a matter of easing than squeezing the drop between the 
two slides. When the drop has finished spreading, pull the lower 
slide from beneath the upper, in a plane paralle] to the surface 
of the slides, exerting gentle even pressure with the upper slide. 
if the under slide is pulled instead of the upper it is far easier 
to exert an even pressure. It is best to rest the lower slide 
on the knee as this gives added stability. If one slide is held 
between the forefinger and thumb of each hand and they 
overlap by their entire length except half an inch at each end, 
they will be easy to manipulate. The blood-film will be 
entirely on the under slide. Dry rapidly in the wsual way. 
By this method a very even film is obtained and there is no 
tendency for the leucocytes to run to the edge. 


Fig. 4 (case 2)—Atrophy of muscle-fibres, no infarction. (X 120.) 
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DIAGNOSIS OF ADRENAL TUMOURS 
ESTIMATION OF 17-KETOSTEROIDS IN URINE 


Nancy H, CALLOw, B A OXFD * 
DUNN LABORATORY, 
ST. BARTHOLOMEW’S 
HOSPITAL, LONDON 


A HIGH level of excretion of 17-ketosteroids in the 
urine is recognised as evidence of the presence of a 
secreting tumour of the adrenal cortex (Crooke and 
Callow 1939, Friedgood and Whidden 1939, Talbot et al. 
1940b, Fraser et al. 1941, Patterson et al. 1942), This 
level is not an infallible guide, however, and two cases 
are here reported in which it was misleading. In a 
woman with basophilism associated with an adrenal 
cortical carcinoma the level was deceptively low, and in 
a girl with virilism without an adrenal tumour it was 
deceptively high. We also briefly describe 14 other 
eases with basophilism or virilism in which excretion 
of 17-ketosteroids was at the expected level. Of these, 
3 had tumours of the adrenal cortex ; in the remaining 
11 adrenal tumours had been, suspected but were absent. 

Chemical methods.—The urine extract was prepared 
by the combined hydrolysis and extraction method 
previously described (C ‘allow et al. 1939). 17-ketos- 
teroids were estimated colorimetrically with a Spekker 
photoelectric absorptiometer (Callow ét al. 1938). 

Several attempts were made to isolate dehydroise- 
androsterone. Two methods were used, 


1. Preparation of the sparingly soluble dehydroiso- 
androsterone benzoate, as described by Crooke and Callow 
(1939). 

2. Precipitation of 3-8-hydroxy steroids with digitonin. 
A boiling solution of digitonin in 90% alcohol is added to 
the hot alcoholic solution of the crude neutral fraction (4 mg. 
digitonin per mg. of 17-ketosteroids in the extract). After 
standing overnight in the refrigerator, the precipitate is 
filtered off, washed with alcohol and ether, dried and weighed. 
It is decomposed by dissolving in dry pyridine, the digitonin 
is precipitated by addition of ether, and the filtrate is evap- 
orated under reduced pressure. The gummy residue is 
benzoylated as before to characterise the dehydro/so- 
androsterone. 


Neither method is sensitive enough to isolate the small 
quantity of dehydroisoandrosterone in normal urine. 

Daily output.—The average output of 17-ketosteroids 
in the urine of normal adults for 24 hours has been 
stated as :— 


A, C, CROOKE, MD CAMB 
ASSISTANT TO MEDICAL 
UNIT, THE LONDON 
HOSPITAL 


Men Women 
Crooke and Callow (1939) ..  .. 99 mg. 6-4 meg. 
Talbot et al. .. BB 
Fraser et al. (2065) is 9-0 ., 


The differences are probably due chiefly to slight modi- 
fications in the chemical methods and to the small size 
of the groups investigated. The average daily output 
in children is given by Talbot et al, as :— 


Age 7 os 1-3 me 
—12 oo 40 ,, 


CLINICAL MATERIAL 


CASE 1.—Basophilism with adrenal cortical carcinoma 
and a deceptively low level of 17-ketosteroid excretion. 


A woman of 61 was admitted to the Essex County Hospital, 
Wanstead, under Dr. Barsby on June 30, 1941. During 
the previous year she had noticed a change in her facial 
appearance and had put on weight. She had become steadily 
weaker and when admitted could not walk. She had a very 
fat red face and a double chin. There were pads of fat in 
the suprasternal notch and over the latissimus dorsi. The 
trunk was much less obese and the limbs were normal. She 
had a profuse moustache and beard, but the pubic hair was 
feminine in distribution. The breasts were small and the 
clitoris was normal. The lymphatic glands were not en- 
larged. There was a systolic murmur at the apex and the 
blood-pressure (BP) was 200/60 mm. Hg. The lungs were 
normal. The left kidney and the edge of the liver were 
palpable. The central nervous system was normal. A 
sugar-tolerance test showed a fasting blood-sugar of 145 mg./ 
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100 c.em. rising to 230 mg. three hours after ingestion of 
50 g. glucose. An intravenous pyelogram showed that the 
left kidney was pushed down by a mass above it. 

On July 17 a carcinoma of the left adrenal cortex was 
removed by Mr. Henry Thompson, but metastases were 
found in the liver and omentum. The BP fell to 60/20 after 
the operation but the patient was treated with desoxycorti- 
costerone acetate and made a good recovery. Subsequently, 
however, her condition deteriorated and she died on Sept. 14, 
1941. 
17-ketosteroid excretion was: 14:5 mg./24 hours on 
July 14 and 20-0 mg. on July 15th. 


CASE 2.—Virilism with no adrenal tumour and a 
deceptively high level of 17-ketosteroid excretion, 


A girl of 144 was admitted to the London Hospital Annexe 
under Mr. Alan Brews on August 18, 1941. Her periods had 
begun at the age of 10} but had been irregular and scanty 
since, lasting 2-7 days with intervals up to 4 months. The 
last was on April 16. At the age of 12 hair appeared on her 
upper lip and chin and it had increased since. She was a 
healthy looking, well-proportioned girl with a considerable 
growth of hair on the upper lip and chin and pubic hair 
extending up to the umbilicus. The breasts were small and 
the clitoris enlarged. The BP, urine and blood-count were 
normal. Radiography after perirenal insufflation revealed 
no adrenal enlargement. Exploration on Sept. 19 showed 
that both adrenals and ovaries were normal but the uterus was 
small. Sections from both ovaries were histologically normal 
and contained ova and ripening follicles. There has been no 
change in her condition ‘since. 

The 17-ketosteroid excretion was 100 mg./24 hours on 
Sept. 16, 1941, 90 mg. (average value) on Oct. 7—12, 1941, 
and 79 mg. on Jan. 16, 1943. No dehydroisoandrosterone 
was isolated from any of these specimens. Digitonin- 
precipitable material (3-3-hydroxy steroids) from the speci- 
men dated Jan. 16, 1943, weighed 10 mg. (i.e., 12% of the 
total 17-ketosteroids), but benzoylation yielded no crystallis- 
able material. 


IN WHICH EXCRETION OF 17-KETOSTEROIDS 
WAS AT THE EXPECTED LEVEL 


TABLE I-—CASES 


17-keto- 
steroids 
mg./24 hour 


Case) Sex) Age Diagnosis and remarks 


» 3 | F | 26 | Virilism with adrenal cortical adeno- 


107 
mata. Scanty, irregular menstrua- (Dec., 1937) 
tion since 16. Hirsuties since 17. | 25, 60, 56 
| Right adrenal cortical adenoma re- | (Feb., 1938) 
moved at 21, in January, 1938. 61, 65 
Menstruation subsequently normal | (Oct., 1938) 


| 
| but hirsuties persisted. Recent | 5 
| perirenal insufflation showed left | (May, 1939) 
| | adrenal tumour. | 
| | | (Oct., 1942) 
4|F | 41 | Virilism with left adrenal cortical | 76,78 
| carcinoma. 9 months: wasting, | 
—— and irregular menstrua- 
on. | 
5t| F | 38 | Basophilism with right adrenal! cor- | 54, 52 
tical carcinoma. 
6+, Basophilism with no adrenal tumour. | 21 
F 28 | 
8 | F 30} Basophilism with no ‘adrenal tumour. | 
| 6 months: plethoric obesity, hir- 
| suties, strie atrophice, irregular 
| menstruation, slight hypertension 
| | and hyperglycemia. No adrenal 
| | tumour seen radiologically after 
} | | perirenal insufflation. 
9 | F | 43 Ty with no adrenal tumour. 28-5 
plethoric obesity, hir- 
| | coal es, scanty irregular menstrua- 
| kyphosis and poly- 
| | cythre 
10| F | Virilism with no adrenal tumour. 22 
11} F } 24 | 
12} F 21 10 
13 | F | 25 | 10-6 
144 F | 22 | 13-1,14 
15 | F | 44! 16 
16) F 30 | ” 30, 21 


t Awaiting publication (Crooke, Lee ‘and Wilson). 
+ Awaiting publication (Raymond Greene). 


DISCUSSION 


CASE 1, with 3 others summarised in table 1 (Nos, 3-5) 
bring the total number of cases of adrenal cortical 
tumours in which the 17-ketosteroid excretion has been 
estimated by comparable methods up to 19, The 15 
previously reported are summarised in table 0, 
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TABLE II—-PREVIOUS CASES OF ADRENAL CORTICAL TUMOUR 


17-keto- 
steroids 


| 
| ge 

* Authors cited | Sex and 
} | mg./24 hours 


age 


Crooke and Callow 


(1939) (ease 1) M 40—64 
(case 2) F 6 1 288 
Friedgood and Whidden (1939) rF — 
F 10 | 323 
Talbot et al. (1940b) (ease 9) F 3 | 160 
(case 10) | F 13 166 
Fraser et al. (1941) (case 34 - 26 | 74 
(case 35) | F 36 19-9 
(ease 40) | F 3} 176 
Patterson et al. (1942) | M , 28 
” ” | M } 27 
” ” F | 270 
Talbot et al. (1942) KF 7 
F adult 74 


In all but 2 of the 19 patients the daily output of 
17-ketosteroids in the urine exceeds four times the 
average normal for the age. The first of these 2 is our 
case 1 in which the output was 14-5 mg. and 20 mg. on 
successive days. The patient’s age and the fact that 
she was very ill may account for these low figures, since 
Fraser et al. found a lower level of excretion in old age, 
malnutrition and diseases of the liver and _ gastro- 
intestinal tract. The second case is no, 35 of Fraser 
et al. Here the low figure is probably due to the urine 
having been kept at room temperature for five years, 

Of patients with virilism or basophilism the output 
of 17-ketosteroids is usually much lower in those without 
adrenal cortical tumours. Of 26 cases of virilism and 
one of basophilism with no adrenal tumours Crooke 
and Callow (1939) found the output was within the 
normal range in 14. In the other 13 values up to 35 
mg. were found, which is up to about five times the 
average normal. The 17-ketosteroids output of 10 
similar patients (cases 6 to 16, table 1) reported in the 
present paper falls within this range. Similar results 
were recorded by Talbot et al. (1940b) and by F'raser 
et al. (1941). Patterson et al. (1942) reported a large 
series of cases which they divided into postpubertal 
and prepubertal virilism. In 67 cases in which symptoms 
commenced after puberty the output of 17-ketosteroids 
ranged from 6-4 to 33-4 mg. daily, confirming our own 
results. In 7 cases in which the disease began before 
puberty, however, the output ranged from 34 to 64 mg. 
Our case 2, a girl aged 14, falls into this category and 
had an output of 17- ketosteroids ranging om 79 to 
100, mg. Fraser et al, (1941) also described a patient 
aged ‘ 23 (case 42) with virilism and no adrenal tumour 
who had never menstruated. Her output of 17-keto- 
steroids was 72-4 mg. per day. Patients with pre- 
pubertal virilism without adrenal tumours may, there- 
fore, have a daily output of 17-ketosteroids well within 
the lower range of those with adrenal cortical tumours, 
and interpretation of the assays becomes extremely 
difffcult. 

Further chemical fractionation may assist in the 
diagnosis of obscure cases. Dehydroisoandrosterone 
was isolated in relatively large amounts from the 
17-ketosteroid fractions of urine of 2 patients with 
adrenal cortical tumours by Crooke and Callow (1939). 
Wolfe et al. (1941) isolated in pure form six individual 
17-ketosteroids from the urine of a girl with a malignant 
tumour of the adrenal cortex. They found dehydro- 
isoandrosterone and a transformation product of it to 
be the main constituents of the mixture, although 
the other compounds were also present in increased 
amounts. Dehydroisoandrosterone was also identified 
in the urine in our case 3, but could not be demonstrated 
in case 2, in which no tumour was found. This supports 
the suggestion of Crooke and Callow that identification 
of this compound gives valuable confirmation of the 
presence of an adrenal cortical tumour. 

Talbot et al. (1940b) attempted to increase the 
specificity of 17-ketosteroid estimation for diagnosis of 
adrenal tumour by determining the proportion of 
3-8-hydroxy-17-ketosteroids in the total fraction. 
Dehydroisoandrosterone is a member of this group. 
They found that the 3-8-hydroxy-17-ketosteroids 
formed about 10 % of the total for normal men, women 
or children, while in two girls with adrenal tumours the 
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proportion was 50 % and 63 % 3-8-hydroxy-17- losbestonaiiis. 
Our case 2 excreted 12% of 3-$-hydroxy-17-keto- 
steroids although the total output of 17-ketosteroids 
was 79 mg. per day. The preliminary results obtained 
by the snniiibestion of the assay by Talbot et al. (1940b) 
are therefore promising for clinical use, but further 
observations are required to ascertain the lower limit 
of excretion of 3-8-hydroxy-ketosteroids in patients 
with adrenal cortical tumours. 


SUMMARY 


1. The level of excretion of 17-ketosteroids in the 
urine of sixteen new patients is reported. 

2. Four had adrenal cortical tumours. In three of 
these the level was at the expected height but in one it 
was deceptively low. 

3. In the other twelve cases adrenal cortical tumours 
had been suspected but were subsequently believed or 
shown to be absent. The level was at the expected 
height in eleven but in one it was deceptively high, 
This patient had prepubertal virilism. 

4. It is suggested that the isolation of dehydro- 
isoandrosterone from urine or the finding of a high ratio 
of 6 to a-ketosteroids in urine is of fundamental 
importance in the diagnosis of adrenal cortical tumours, 

We are indebted to Dr. Barsby for case 1, Mr. Alan 
Brews for case 2, Dr. S. L. Simpson for case 3, Dr. Raymond 
Greene for case "2, Prof. J. R. Marrack for case 9, and Dr. 
E; F. Scowen for cases 10 to 16. 
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PRESSURE MEASUREMENT IN SMALL 
ANATOMICAL CAVITIES 


Davip S. Evans K. MENDELSSOHN * 
PH D CAMB PH D BERLIN 


Clarendon Laboratory, Oxford 


MEASURES of pressure changes in small anatomical 
cavities, such as the sinuses of the ear, are useful in many 
investigations, particularly those of aviation medicine. 

If the volume of such cavities is of the order of 1-2 c.cm. 
or less, direct measurement with an ordinary pressure 
gauge, ‘which has a considerable dead volume, will yield 
results containing an error which cannot be corrected, for 
the pressure change occurring in the whole system of 
cavity plus manometer—due, say, to a variation in 
barometric pressure—wili be very different from the 
change which would have taken place in the cavity 
alone. The adoption of a null method to avoid this error 
is often not justified by the considerable experimental 
complications involved. 

It therefore seems of value to describe a simple device 
which we have used for such determinations, and which 
gives a direct reading of the pressure in an air-filled 
cavity, while eliminating almost completely the error 
due to dead volume. It consists of an ordinary Bourdon- 
type manometer which is connected by a flexible metal 
tube to 'a hypodermic needle. The whole dead volume 
of the device is taken up by a liquid ‘of low vapour 
pressure. The needle wan be sealed into the’cavity, and 
since the compressibility of the liquid can be negiected, 
the manometer will give a faithful record of the pressure 
changes in the cavity. The only error in this method is 
introduced by the volume change which the spiral of the 
Bourdon gauge undergoes over the range of pressures 
under consideration. This change is small, and in the 
case of the gauge we use—an ordinary industrial mano- 
meter of 2 in. scale diameter—amounted to only 0-03 


* Working with a personal grant from the Medical Research Council. 
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¢.cm. for the whole range vacuum and 
pheric pressure. 

The liquid used for filling was butyl phthalate, which 
has a vapour pressure of less than 10° mm. Hg at 
ordinary temperatures ; but any other liquid with a low 
vapour pressure would serve. 

The method of filling the device is shown in fig. 1 A 
wide T-tube with a ground-glass stopper at the top was 
connected to a vacuum 
pump. Any good rotary 
pump will serve. The lower 
end of the T-tube was closed 
by means of a rubber cap of 
the type used for sealing 
ampoules. A thin coat of 
shellac applied to the glass 
just before the cap was 
slipped on ensured a 
vacuum-tight joint. A few 
c.cm. of butyl phthalate, 
sufficient to fill the device, 
were introduced, and 
pumped for 2-3 hours to 
ensure the complete removal 
of the considerable quantity 
of occluded gas which is 
usually present in such 
liquids as supplied com- 
mercially. Then the needle 
was pushed up through the 
rubber cap until its point 
protruded above the liquid level, and the air was pumped 
out of the needle and gauge. The needle point was then with- 
drawn. below the liquid level, and air slowly admitted through 
the pumping lead, so that the air pressure forced the butyl 
phthalate through the needle until the device was quite full. 

Then the needle was pushed up again above the liquid level, 
and the pressure lowered to the minimum expected in the 
experiments. This was done in order to remove the surplus 
liquid, which otherwise would have been forced out into the 
eavity by the slight contraction of the Bourdon spiral as the 
pressure was lowered. The pressure was then allowed to rise 
slowly to atmospheric, and the needle was 
withdrawn ready for use. 


When using the device on the sinus of 
the ear we found it convenient to seal the 
needle 
into the 
bone 
with the 
aid of a 
small 
metal 
adapter, 
in the 
form of a 
narrow 
bore tube 
with a 
flange 
(fig. 2). The adapter was first cemented into a hole drilled 
in the bony wall of the sinus, the flange being used to make 
a reliable seal. The needle was then inserted through the 
hole of the adapter, into which it fitted closely, and sealed 
to it with a drop of * Apiezon (W) ° wax. 

To prevent air rising as a bubble into the manometer 
we have found it advisable to bend the needle and 
flexible tube as shown in fig. 2. It should be noted that 
since a Bourdon gauge records the difference between 
the external and internal pressures, the readings must be 
combined with the barometric pressure to which the 
gauge is exposed, if absolute values are required. In 
addition, if the*gauge and the needle are at very different 
levels a correction for the hydrostatic pressure of the 
liquid column in.the connecting tube must be applied. 

We should like to express our thanks to Mr. Victor L. 
Bradfield for the loan of dental drilling equipment. 


TO PUMP 


BUTYL 
PHTHALATE 


RUBBER 
CAP 


Fig. |\—Method of filling manometer. 


ADAPTER 


SINUS WALL 


Fiz, 2—Manometer in use. 


Dr. K. F. Krrcutn will introduce a series of discussions on 
the elements of Jungian psychology on Wednesdays, at 5.45 pM, 
from April 19 to June 7, at the University of London Club, 21, 

yower Street, W.C.1. Further particulars from the secretary 
of the Guild of Pastoral Psychology, 1, Rutland Grove, W.6. 
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BILATERAL PREFRONTAL LEUCOTOMY 
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THIS paper reports the results of bilateral prefrontal 
leucotomy in 25 patients in the Mysore Government 
Mental Hospital, Bangalore, South India. 

The climate, diet, social and economic conditions of 
the people in India differ from those in western countries, 
and the differences are reflected in bodily health and 
psychological characteristics ; these in turn influence 


the symptomatology of mental illnesses, and their 
response to treatment. On the psychological side 
patients often show elation, restlessness, volubility, 


hyperactivity, hallucinosis and behaviour disorders ; 
on the physical side, lack of growth, anzmia, avita- 
minosis and dehydration. Confused and delirious states 
are not only common in themselves but also complicate 
the affective and schizophrenic reaction types. As 
reported by one of us ' the same disabilities are probably 
responsible for the variable responses to methods of 
treatment, especially shock therapy. Unexpected varia- 
tions in blood-sugar, hepatic deficiencies and poverty 
of the bone-marrow all seem to contribute towards the 
greater incidence of ‘‘after-shock’’ during insulin 
therapy, and to unpredictable fits of unconsciousness 
both during insulin therapy and induced leptazol con- 
vulsions. Hence the treatment found to be of the 
maximum benefit to patients, and gradually developed 
at this hospital, has been attention to the physical con- 
dition of the patients irrespective of reaction types, 
especially the treatment of dehydration and chronic 
starvation. If shock therapy is decided upon subse- 
quently, sub-shock doses of insulin followed by intra- 
venous ammonium chloride, 5-10 c.cm. of a 10 % solution, 
are administered. Leptazol is substituted if ammonium 
chloride is ineffective. This routine treatment has 
yielded the best results, and there have been no untoward 
complications. 

With these differences between Indian and European 
natients in mind, our experiences of the results of pre- 
Seated leucotomy on Indian patients may be of interest. 


SELECTION AND TECHNIQUE 


All patients selected have been physically healthy, 
between the ages of 22 and 35; 19 were men and 6 


women. The duration of the disorder was from 3 to 7 
years. In some shock therapy had been tried without 
benefit. Most of them were schizophrenics, but in a few 


it was felt that schizophrenic symptoms had probably 
been superimposed on a primarily affective disorder. 
Since the patients had been ill for years, symptoms 
usually associated with chronicity were present in most. 
Stereotypy, automatisms, childishness, volubility, Yack 
of initiative, offensive habits, were not regarded as 
contra-indications ; on the contrary, they were deliber- 
ately sought because it is in cases with such symptoms 
that the chances of recovery, whether spontaneous or 
due to treatment, are remote. 

The patients had different educational, intellectual 
and social backgrounds, and since they were all chronic 
no uniform, planned psychometric investigation was 
possible. Binet-Simon tests, Porteus mazes, and the 
memory tests advocated by Cattell, Shakow and Roe 
were administered where possible, and administered 
again after operation. A detailed history was not 
available in many cases. 


‘Sodium Amytal ’ is given before operation to patients who 
are inclined to be agitated and nervous. Chloroform by the 
open method is used both for induction and maintenance. A 
point 3 cm, behind the anterior orbital margin and 5 cm. above 
the zygoma is marked, and an oblique incision, 5 cm. long, is 
made with the marked point at its centre. In the first 6 cases 
a trephine opening was made in the skull, but later a 1 em. 
diameter burr-hole was made, lying just in front of the 
anterior branch of the middle meningeal artery. In most of 
our cases no pulsation of the dura could WW seen ; in 5 there 


Govisianewamy, M, v. Laneet, 1939, i, 506 a1 and 1232. 
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was bulging without pulsation, due to external hydrocephalus. 
When the dura is incised, about 5-10 c.cm. of cerebrospinal 
fluid usually escapes ; but in cases with much external hydro- 
cephalus about 30-50 c.cm. of fluid poured out, with no 
untoward consequences. 

A similar opening is made on the opposite side, the diamoter 
of the brain is measured with callipers, and the amount of 
white matter in each frontal lobe estimated. A Barker spinal 
needle, no. 19 with stilette, is introduced through one burr-hole 
in the direction of the opposite burr-hole to a depth calculated 
from the diameter of the brain, so that the anterior cerebral 
artery on the medial surface of the brain is not injured. The 
stilette is removed and suction applied to ensure that the 
needle has not entered the anterior horn of the lateral ventricle ; 
if fluid is found, the needle is withdrawn and introduced afresh 
more anteriorly. 

In the first 10 cases a Killian’s nasal elevator was introduced 
alongside the needle to the required depth and the needle 
withdrawn. The elevator was moved through an are of 60° 
upwards and downwards, the dura acting as the centre of the 
arc. The elevator was then withdrawn. In the other 15 cases 
we used a special instrument devised by McGregor and 
Crumbie,? which cuts a core 2 cm. diameter. 

There is usually slight bleeding from the surface of the 
brain, which stops in a few minutes on washing with hot saline 
or plugging with a piece of muscle. The dura is not sutured 
and the wound is closed in layers without drainage. The 
patient is kept in a semi-reclining position and given nothing 
but glucose water for 24 hours. Morphine is given if he is 
restless. Sutures are removed on the tenth day. 


Among these 25 patients there have been no deaths 
and no complications. Their postoperative course has 
been uneventful. 

CASE-HISTORIES 

Of the 25 cases treated, 7 recovered, 6 improved, 10 
showed no change and 2 deteriorated. A few repre- 
sentative case-histories are given. 

1. A farmer, aged 27, average intelligence, pyknic build, 
noisy, violent, destructive, with auditory hallucinations. 
Primarily an affective disorder with secondary schizoid 
symptoms. Leptazol shock tried without benefit. Had been 
ill for 7 years. Operation, Sept. 21, 1942. Recovered. Still 
well a year later. : 

2. A day labourer, aged 30, average intelligence, asthenic 
build, violent, boisterous and destructive with offensive habits, 
auditory and visual hallucinations and _ disconnexions. 
Ammonium chloride and leptazol tried without benefit. 
Paranoid schizophrenic, 6 years’ history, Operation, Sept. 23, 
1942. A year later had become easily manageable, not violent ; 
but delusions and disconnexions persist. 

3. A compounder, aged 34, superior intelligence, asthenic 
build, violent, boisterous with disconnexions, automatisms, 
offensive habits, hallucinations, delusions and di&Sconnexions 
with considerable deterioration and vagrancy. Shock therapy 
of no value; 7 years’ duration. Operation, Oct. 12, 1942; 
10 months later, no improvement. 

4. High-school student, aged 24, average intelligence, 
asthenic and violent ; dirty in habits, with delusions of per- 
secution, visual and auditory hallucinations, disconnexions. 
Paranoid schizophrenic. Ammonium chloride, insulin and 
leptazol tried without benefit. History of homicidal assaults. 
Three years’ duration. Operation, March 25, 1943; 6 months 
later, consciousness clear, well orientated but has become dull 
and depressed ; has lost all initiative and fleeting delusions 
are noticed after persistent questioning ; general deterioration 
of intelligence. 

5. Awoman of 25, superior intelligence, pyknic build, morbid 
preoccupations, violent, meaningless excitement, offensive 
habits, catatonic episodes ; leptazol and insulin tried without 
benefit. Catatonic schizophrenia, 3 years’ duration. Operated 
on March 26, 1943. Spectacular recovery from the third day 
after operation. Six months after operation, looking after her 
children and efficiently managing a difficult household. 

6. A woman, aged 30, average intelligence, poor heredity, 
mother and one brother manic-depressives, asthenic build, 
classical signs of deterioration, previous treatment of no avail. 
Six years’ duration. Operation, March 26, 1943 ; no improve- 
ment of any kind. 

7. A woman of about 30, short heavy build, average intelli- 
gence, poor heredity, father manic-depressive, mother back- 


2. McGregor, J, 8. and Crumbie, J, Re Ibid, 1941, ii, 


ward. The present attack is the third acute schizophrenic 
episode, all attacks being associated with childbirth. Recovered 
from the previous two attacks, with some residual deteriora- 
tion, after routine treatment and leptazol convulsions. Fallo- 
pian tubes resected and ligated 2 years ago. Duration of the 
third attack, 3 years. Prefrontal leucotomy on May 23, 
1943 ; no improvement of any kind, continues to be dull and 
depressed, with offensive habits and with spells of meaningless 
excitement. 
DISCUSSION 


In all 25 patients the chances of recovery, whether 
spontaneous or due to other methods of treatment, were 
considered remote. The illness had. lasted 3-7 years 
before operation—a period ordinarily too long for any 
natural remission to be expected. Deterioration and 
the failure of shock therapy in most of them must also 
be taken into consideration. The criteria of recovery have 
been ability on the part of the patient to adjust himself 
to his home surroundings, to go back to his ordinary 
avocations, and to carry on his work as efficiently as 
could be expected. There have been many published 
cases of mental patients who, after years of illness, have 
recovered with no deterioration of any kind; but as a 
rule 3-7 years of any disorder is likely to leave some 
permanent traces, some psychological scarring. Patients 
will also have advanced in age, and this must also be 
taken into account in estimating their efficiency. More- 
over, the patient must be compared with what he was 
before the illness, and not with any external artificial 
standards. These criteria seem to have been satisfied 
in 7 of our patients but the period of observation is 
in many cases too short for us to make any dogmatic 
statements. 

The criteria of improvement haye been whether the 
patient is friendly and coéperative or hostile, whether 
he is clean in his habits, and whether his assets from 
the point of view of social recovery outweigh his liabilities ; 
6 patients seem to have satisfied these criteria. 

In 10 there was no change ; and 2 patients deteriorated 
after the operation. It is not possible to say whether 
the operation itself was responsible, or whether they 
would have become worse in any case. The physical 
condition of all the 25 patients improved, which cannot 
entirely be attributed to postoperative medical and 
nursing care. 

Discussion seems to centre round diagnostic groups : 
writers are concerned to decide“whether leucotomy is of 
benefit in schizophrenias, affective disorders and other 
claSsical reaction types. 

The symposium on prefrontal leucotomy arranged by 
the Royal Medico-Psychological Association stresses 
the benefits of the operation in primarily affective, as 
opposed to the schizophrenic, disorders. A leading article 
in the Lancet,* based on the symposium, doubts the 
value of leucotomy in nuclear schizophrenias. American 
opinion, as reflected in the papers published in the 
American Journal of Psychiatry, seems to be still un- 
decided about the value of leucotomy itself. 

In our view, despite considerable advances, know- 
ledge of mental disorder is still essentially at the descrip- 
tive level—mental disorders being comparable, according 
to the late Prof. Edward Mapother, to syndromes in 
general medicine. Hence in discussing results of treat- 
ment it is better not to lay too much stress on diagnostic 
terms applicable to groups. No rigid significance is 
claimed for the diagnostic terms used by us in reviewing 
our cases. 

At present it seems preferable to think in terms of the 
individual patient—the prepsychotic personality, any 
signs and symptoms of more than average significance, 
and any factor of particular importance in the case under 
consideration. Any functional mental disorder is the 
resultant of interaction of hereditary and constitutional 
tendencies, factors due to age, sex and psychological 
stresses, recent and remote. The intellectual, social 
and economic background of patients will play a part. 
Although termed “functional,” the importance of 
biochemical deficiencies and abnormalities in producing 
and modifying these disorders is being increasingly 
recognised. Poor heredity, mediocre intelligence, lack of 
a sense of humour and the ability to laugh at oneself, 
want of initiative, passive acceptance of circumstances . 


3. Lancet, 1943, 1, 404, 


ar. 
M44 
RAO 
ntal 
rent 
s of 
ries, : 
and 
ance 
heir 
side 
lity, 
ers 3 
rita- 
ates 
cate 
As 
ably 
s of 
wia- 
erty 
the 
ulin 
ness 
con- 
the : 
yped 
con- 
pes, 
onic 
bse - 
itra- 
bion, 
has 
vard 
> 


468 THE LANCET] WING-COMMANDER ELLIS: ACUTE OTOGENOUS LABYRINTHITIS AND MENINGITIS [APRIL 8, 1944 


long stresses and exhaustions, indifferent: physical health, 
are factors adverse to recovery from any illness, and their 
combination, duration and intensity determine the 
success or failure of all therapeutic measures including 
shock therapy and leucotomies, as our patients show. 

We offer no opinion as to how leucotomy functions, but 
suggest that it is another method of shock therapy. The 
fact that it succeeds sometimes where other methods of 
shock therapy have failed is probably because the shock 
is more intense, more sustained and of a different type 
from that due to insulin or leptazol, where anoxia, glucose 
deprivation to the brain and incidental biochemical 
upsets are responsible for the shock. It is difficult to 
subscribe entirely to Moniz’s view regarding the forma- 
tion of new association pathways after this surgical 
procedure : this view of the physiology of the frontal 
tracts is too naive, and it is obvious that not all associa- 
tion fibres are severed, or can be severed, by this surgical 
procedure. Moreover, unilateral leucotomy is also some- 
times as effective as bilateral. Modern brain physiology 
is essentially dynamic, and the work of Lashley, Fulton 
and others has shown that, within limits, the brain as a 
whole in many cases undertakes psychological and physio- 
logical functions formerly assigned toa part. It is possible 
that the shock resulting from Jeucotomy may help to 
initiate such a take-over. In any case, as Golla has 
remarked, one need not be nervous in undertaking this 
procedure for fear of producing permanent mutilations 
in the brain. 

From our experience, we only venture to say that 
leucotomy is a beneficial therapeutic procedure and 
worth trial in patients in whom the usual methods of 
shock therapy have failed. With increasing experience, 
the theoretical basis of leucotomy will naturally be better 
understood. 

SUMMARY AND CONCLUSIONS 


Bilateral prefrontal leucotomy has been performed on 
25 patients, 19 men and 6 women, in the Bangalore 
Mental Hospital, South India. Of these, 7 recovered 
and 6 improved in their mental condition, while the 
physical condition of all 25 improved. 

We take this opportunity of thanking Dr. V. V. Monteiro, 
senior surgeon with the Government of Mysore, for affording 
facilities for carrying on this work. 


A-CASE OF 
ACUTE OTOGENOUS' LABYRINTHITIS AND 
MENINGITIS 


MAXWELL ELLIS, MD, MS, FRCS 


WING-COMMANDER RAF; ASSISTANT SURGEON, ROYAL 
NATIONAL THROAT, NOSE AND EAR HOSPITAL 


LABYRINTHITIS with meningitis, arising as a complica- 
tion of an acute aural infection, has a high mortality, 
but is fortunately very uncommon. Its management is 
difficult as no-ong can have previously seen much of the 
condition. The leading authorities advise radical sur- 
gery, but IT have recently treated such a case conserva- 
tively and with large doses of sulphapyridine. The 
successful issue, and some principles involved, are here 
recorded, 

CASE-REPORT 


An airman aged 18 was admitted to an RAF hospital 
on August 31, 1942, with a history of right-sided earache 
for the past 24 hours and a bad cold for 5 weeks. 


There was no history of any previous attack of earache or 
otorrhea, The temperature was 100-6° F. and pulse-rate 76. 
He undoubtedly had an acute upper respiratory infection, 
and in addition the right drum was red and full. Next day, 
as the drum was bulging, a right *myringotomy was per- 
formed under ‘ Pentothal.’ Pus escaped under pressure, and 
on culture, for some reason or other, a Klebs-Loffler (or 
similar) bacillus was grown in scanty colonies. Subcuiture 
and further examination of .pus from the middle ear, nose 
and nasopharynx failed to confirm this finding, which the 
pathologist decided must have been due to a contaminant. 
Non-hemolytic streptococci were also found. <A course of 
sulphanilamide was begun. 

On the following day he began vomiting, but there’ were 
no other unusual symptoms or physical signs, and the ear was 
discharging freely. ~The vomiting was ascribed to the 


sulphanilamide, and this was accordingly stopped. However, 
the vomiting continued, and the next day (Sept. 3) signs of 
spread of infection appeared. The temperature rose to 103°. 
There was photophobia, neck rigidity and a rotatory nystag- 
mus on looking to the left. Lumbar puncture was performed. 
The cerebrospinal fluid (CSF) was under pressure and turbid 
(2560 cells per c.mm.), and a growth of non-hemolytic 
streptococci was obtained on culture. A diagnosis of acute 
diffuse suppurative labyrinthitis and meningitis was made, 
and a continuous-drip dextrose saline was set up containing 
3-0 g. soluble (sodium) sulphapyridine to the litre. This was 
continued for 48 hours, in which time just under 6 litres of 
fluid were given, containing 16-5 g. of the drug. 

The vomiting ceased on Sept. 5, and sulphapyridine was 
started again orally, 2-0 g. being given every 4 hours. In 
addition, chloral and potassium bromide were administered 
because of the patient’s restlessness. He was unconscious 
from the 3rd to the 5th, and thereafter only rational at intervals 
until the 9th, when he suddenly became completely conscious, 
and except for headache showed no signs or symptoms. 
The nystagmus disappeared that day. By then he had taken 
37-5 g. sulphapyridine orally, and the dose was reduced to 
1-0 g. 4-hourly. 

On Sept. 11 the CSF cell-count had fallen to 90 per c.mm., 
but during the next few days the patient’s condition deterior- 
ated a little. The temperature remained about 102° and the 
pulse-rate about 100, and he became increasingly drowsy. 
On the 15th, red blood-cells and albumin appeared in the 
urine, and the leucocyte count was 5200 per c.mm. A total 
of 77-5 g. sulphapyridine had been given by mouth since the 
5th, and it was now withheld. However, the CSF on the 
17th, though sterile, contained 1580 cells per c.mm. under a 
pressure of 215/185 mm., and a continuous-drip blood- 
transfusion was accordingly begun, starting at 16.15 hrs. 
that day. At 10.00 hrs. on the 18th the administration 
of sulphapyridine was begun again orally, 2-0 g. 4-hourly. 
The drip was stopped at 22.30 hrs. after 5} pints had been 
given. 

The general condition was now much improved, although 
the temperature remained at 101—102° and the pulse-rate 
at 100. On the 21st the temperature suddenly returned to 
normal and the pulse to 80. The sulphapyridine was stopped 
at 10.00 hrs on the 23rd, 42-0 gz. having been given since the 
18th. From the 3rd to the 23rd, he had had 16-5 g. soluble 
sulphapyridine intravenously, and 119-5 g. sulphapyridine 
orally. The leucocyte count was then 15,000 cells per c.mm, 
On the 25th the CSF cell count was 50 per c.mm. 

During all this time the right ear discharged pus copiously. 
He continued to run a low fever, and on Oct. 9 complained of 
pain in the left groin, which was accompanied by a rise in 
temperature and pulse-rate. A femoral thrombosis had 
occurred, but from then on the recovery was uneventful, and 
beeame almost entirely a nursing problem as he had wasted 
to skin and bone. -The ear dried up completely on Oct. 14 
and the drum eventually assumed a normal appearance. 
The femoral thrombosis also subsided completely, and on 
Nov. 30 he got up for the first time. The left knee- and ankle- 
joints as well as the left foot were very stiff, but after re- 
habilitation treatment at an-airmen’s convalescent depot he 
was discharged physically fit in March, 1943. The right ear 
remained totally deaf and gave no response to labyrinthine 
stimulation. 

Almost every day up to the occurrence of the femoral 
thrombosis a mastoidectomy was considered, but I could 
not convince myself that it would do good, although on 
one or two occasions considerable self-restraint was 
needed not to operate. The thrombosis increased the 
weight of the contra-indications, but the rapid cessation 
of otorrhoea and recovery of normal drum appearance 
was rather unexpected. No convincing evidence of any 
disease in the mastoid cells was ever present, and it 
seemed illogical to lay open all these tissues in order to 
drain the middle ear (which | presumed was the area 
infecting the labyrinth) when it was already discharging 
freely through the drum, and when another attack 
was possible on the infection itself. The result justitied 
this view. 

DISCUSSION 

I found this a very stimulating, as well as satisfying, 
case, because it led to reconsideration of certain pre- 
conceived ideas. 

It is nowadays well understood that when chemo- 
therapy is used full doses must be given and the adminis- 
tratien continued. until the infecting organisms are 
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completely destroyed. If this coine idently depresses 
the bone-marrow, a large blood-transfusion, repeated as 
often as necessary, is both a rational and successful 
antidote. As a matter of practical politics, it is advis- 
able to concentrate on eliminating the infection and to 
worry about blood changes only if and when they occur, 

In recent literature accessible to me (Lundy 1936, 
Page 1938, Dwyer 1938, Lederer 1939, and Mysel 1942), 
few cases of acute otitis media complicated by labyrin- 
thitis and meningitis are reported, but all the authors 
agree that while acute diffuse suppurative manifest 
labyrinthitis may sometimes be treated conservatively, 
mastoidectomy and labyrinthectomy are essential at the 
first hint of a ‘complicati ing meningitis. This is believed 
to remove the “ factory ’’ of organisms in the middle 
ear and mastoid, and also to drain the irremovable 
portions of the bone. It is then pertinent to inquire : 
‘* Does and can the surgeon’s knife remove all the 
affected area and the infecting tissue ? ” 

Proceeding further to first principles, it is generally 
agreed that the middle ear and mastoid cells are infected 
from the nasopharynx, which in turn have been infected 
from the nasal accessory sinuses or tonsils. The infec- 
tion is conveyed in the submucosal lymphatics (possibly 
also in the blood-vessels) to any, or every, portion of the 
mastoid, because the mucous membrane throughout is 
in continuity. Unless it can be proved that the infection 
has died out everywhere except in the middle ear and 
mastoid, it is irrational to consider that mastoidectomy 
has removed the factory of the organisms. In fact, by 
destroying the normal vascular and lympathic drainage 
and providing a cavity containing blood-clot, into which 
the mucosa of the eustachian tube may be constantly 
conveying organisms, actual harm may be done. 

This principle has in fact been increasingly accepted 
by otologists during recent years, and simple mastoid- 
ectomy for uncomplicated mastoiditis is now rarely 
performed except as a formal procedure, after deliberate 
and suitable investigations, and much later in the illness 
than formerly. It is more and more common to delay 
operation and persist in conservative measures, and be 
delighted by complete resolution. I have lately enjoyed 
the opportunity of seeing many cases of acute otitis 
media much earlier than in civilian life, and of following 
them to their conclusion, and I have been impressed by 
the number that heal with conservative measures after 
2 or even 3 months of otorrhcea. The indications I 
would previously have accepted for the performance of 
mastoidectomy for acute or subacute otorrhoea are thus 
being modified. The presence at operation of cells lined 
with unhealthy mucosa, or even pus in the lumen of the 
cells, is not a proof that natural resolution is impossible. 
Actual bone necrosis is probably the only absolute 
indication for operation, although I would concede that 
operation at a stage earlier than this may often do good 
by assisting restoration of function. Even in such cases, 
however, operation will come at a comparatively late 
stage in’the course of the infection, when the body's 
defence measures are well entrenched and an equilibrium 
has been established with the invading organisms. 

In the sulphanilamide drugs, and in others which are 
being discovered, we possess a surgeon’s knife capable of 
following the organisms into every nook and cranny— 
in fact, wherever blood can flow. In acute infection the 
efficiency of this knife depends upon its sharpness (the 
proper amount of the correct drug), and the patency of 
the blood-vessels. It is hard to conceive a generalised 
thrombophlebitis which could completely isolate the 
nasopharyngeal and middle-ear mucosa from the blood- 
stream, and some at least of the drug must exercise its 
effect. It can, at any rate, penetrate where the surgeon’s 
knife cannot, and will spare the body gissues to take their 
own action upon invading organisms, 

In the later stages of infection, surgical treatment will 
be indicated by factors such as bone necrosis or excessive 
time taken in resolution, Examples have lately been 
recorded of successful conservative treatment of septic 
thrombophlebitis, and thus even lateral sinus throm- 
bosis may be fitted into the scheme. 

Throughout, in any case where chemotherapy is used, 
vigilance is essential ; for occasionally bone necrosis and 
further complications may be quietly occurring without 
any general disturbance. However, this is axiomatic 
to any well-trained clinician employing any form of 
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conservative or expectant treatment. No panacea has 
yet been discovered and the usual clinical precautions 
must always be observed. 
CONCLUSION 

It is realised that one case, even a successful one in a 
pretty deadly disease, proves nothing; and nothing in 
the above discussion is intended to be dogmatic. It is 
clear that certain aspects of acute surgery are changing, 
and an accumulating critical appraisal of methods and 
results may shed enlightenment. 

I wish to thank Air-Marshal Sir Harold Whittingham, 
Director-General of Medical Services, Royal Air Force, for 
permission to publish this case. 
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MENINGOCOCCAL EPIDIDYMITIS 


SYDNEY M. LAIRD, MD GLASG, FRFPS, DPH 
MAJOR RAMC; SPECIALIST IN VENEREAL DISEASES 


CHRONIC meningococcal septicemia recently 
received increasing recognition, and Stott and Copeman 
(1940) consider the clinical picture sufficiently charac- 
teristic to permit of bedside diagnosis. The cardinal 
symptoms include headache, muscle and joint pains, 
joint effusions, and recurrent tender skin lesions, usually 
of the erythema nodosum type, associated with inter- 
mittent or relapsing fever. Isolation of the meningo- 
coccus is sometimes difficult and the following case is 
reported with some confidence as an example of chronic 
meningococcal septicemia in spite of failure to identify 
the organism. The case has features of unusual interest 
including bilateral epididymitis, which was the presenting 
symptom, resistance of the infection to chemotherapy, 
and extreme intolerance of the patient to sulphapyridine. 

An officer of the RAMC, aged 25, was first seen as an out- 
patient on Dec. 16, 1941, with mild bilateral epididymitis. 
There was no evidence of urethral infection and the epi- 
didymis on both sides was uniformly enlarged and tender. 
The urine was norma! and sterile on culture, and no tubercle 
bacilli were found. The onset, some 3 days earlier, had been 
gradual and pain was less than in the usual Neisserian epididy - 
mitis. The patient was anxious to remain ambulant, and 
sulphapyridine, 3 grammes daily, and a suspensory bandage 
were prescribed. The condition, however, became pro- 
gressively worse and he was admitted to hospital on Dec. 19. 
Sulphapyridine was continued, and kaolin poultices were 
applied locally. The epididymitis settled almost completely 
but on Dec. 25 headache and pyrexia developed. A blood- 
count showed mild granulopenia only, but sulphapyridine 
was discontinued as 30 g. had then been given. Next day 
the patient felt well and had a normal temperature and this 
improvement appeared to confirm the diagnosis of drug 
fever. He was discharged from hospital on Dec. 31. 

On Jan. 4, 1942, he developed malaise and generalised pains 
in the limbs, and the bilateral epididymitis recurred.; On 
readmission on Jan. 6 the temperature was 102° F, but it had 
returned to normal next morning. Chronic meningococcal 
septiceemia was now suspected and the development on Jan. 7 
of synovitis of the smaller joints and typical cutaneous 
nodules completed the classical picture of this syndrome. 
Blood-cultures on Jan. 7, 10,12, and 21 were all sterile. The 
clinical course during the next 3 weeks was characterised by 
intermittent pyrexia (maximum 102° F.) and the appearance 
of fresh cutaneous nodules situated chiefly in the distal parts 
of both lower limbs. In addition, synovitis of the swollen 
joints continued to develop. The epididymes remained 
uniformly enlarged with a fluctuating degree of pain and 
tenderness, and at no time was there evidence of pus formation, 
nodulation, or adherence ef the inflamed structure to the 
scrotal skin. Throughout the whole illness the testes were 
normal and the spleen was not enlarged. During this period 
of 3 weeks the numerous investigations undertaken gave 
negative results—e.g., repeated analysis and culture of urine, 
radiography of chest, agglutination against the enteric 
group and Bacillus abortus, blood-counts, Wassermann reaction, 
gonococeal and meningococcal complement-fixation tests, 
blood-cultures, and cultures of postnasal swabs for meningo- 
cocci, 
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On Jan, 28 sulphapyridine was given but»was stopped after 
two doses (each of 2 g.) because the patient developed pyrexia 
(lu4° F.), rigor, vomiting, cyanosis, severe prostration and 
irregularity of the pulse due to extrasystoles. All these 
symptoms abated on withdrawal of the drug. Sulphathiazole 
was begun on Feb. 6 and 6 g. daily was given for 5 days with, 
out any serious signs of intolerance. The patient thereafter 
became convalescent,’ but on Feb. 26 pyrexia, joint and 
cutaneous manifestations recurred and the left epididymis 
again became tender. On March 3 sulphathiazole:was_ re- 
commenced, After having | g. 3-hourly for 2 days, he was 
given 1 g. 4-hourly until a total of 40 g. was reached. This 
course of chemotherapy was complicated by a mild generalised 
drug rash, but otherwise was well tolerated. Thereafter he 
made a complete recovery and after an adequate con- 
valescence returned to duty. 

Epididymitis has seldom been reported as a symptom 
of chronic meningococcal septicemia; it is not men- 
tioned in a series of 15 cases reported by Copeman (1942) 
or in the 11 cases deseribed by Dickson and his colleagues 
(1941). Appelbaum (1937), however, noted epididy- 
mitis in 2 out of 15 cases of chronic meningococcal 
septicemia. Kattwinkel (1941) has reported the case, 
interesting by analogy, of a female with symptoms of 
salpingitis and septicemia which, initially considered 
gonococcal, was eventually shown to be meningococcal. 
Tillett and Brown (1935) described 21 cases of meningo- 
coccal meningitis, 2 of which were complicated by acute 
epididymitis. In chronic meningococcal: septicaemia, 
infection may spread to the meninges and endocardium 
and early diagnosis and prompt treatment are important. 

The case here reported shows that epididymitis may 
precede the more classical signs of septiczemia, and it 
seems desirable to keep chronic meningococcal septic- 
zemia in mind when confronted with an atypical case of 
acute epididymitis,in which there are no local signs of 
urinary infection. Acute purulent conjunctivitis and 
acute epididymitis are often due to gonococeal infection ; 
the present case of epididymitis and the 2 cases of 
meningococcal conjunctivitis described elsewhere (Clifton 
and Laird 1941) serve to emphasise that the meningo- 
coccus and gonococcus are closely related members of 
the Neisserian group which may on occasion produce 
an identical clinical picture. 
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‘Reviews of Books 


Rehabilitation, Re-education and Remedial Exercises 


Ouive F. GurHrit SMITH, MBE, CSMMG, TMG, principal 
of the Swedish Institute, London, and director of the 
physical exercise department, St. Mary’s Hospital, 
Paddington. (Bailliére. Pp. 424. 25s.) 


Mrs. Guthrie Smith has published her book at the crest 
of the wave of medical and public interest in these sub- 
jects. In a clear and comprehensive analysis of the 
theory and technique of physical methods, she describes 
her original suspension, pulley, and spring-resistance 
methods ; specialist contributors deal with rehabilitation 
treatment in the fracture clinic, the chest unit, the 
maternity unit, the gymnasium, and the Berry Hill 
miners’ centre. Mrs. Guthrie Smith’s apparatus with 
body-slings and pulleys supports the patient and at the 
same time allows him to relax ; it can be applied to cases 
of spastic or flaccid paralysis, to patients with multiple 
injuries, and to arthrities or cripples. By adjusting the 
fixation point of the suspension of a limb nearer to or 
further from the midline of the body the acting muscles 
can be reinforced or resisted. Gravity and weight can 
be totally eliminated, or in some cases used for resistance. 
The simplest form of sling treatment has evolved from 
strap exercises used by Oldevig. As a further improve- 
ment the addition of a long helical spring to the limb-sling 
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gives a buoyancy which encourages the patient to practise 
by himself, aided or resisted by the recoil. 

As a yachtswoman, Mrs. Guthrie Smith has a flair for 
tackle adjustment. Many students may lack this ability. 
on which accuracy of treatment depends; thorough 
practical training is thus needed in the handling of the 
apparatus—it cannot be learned from a book. She 
believes that freedom of movement will not be achieved 
unless the soft tissues themselves are supple and vas- 
cular; and suggests that if, in the present reaction from 
passive treatment to activity only.”’ massage comes to 
be altogether neglected, time will in the long run be lost. 
Some of the gymnasium exercises are too strong for 
women, but the return to line, poise, and controlled 
holdings is welcome. These exercises complete recovery 
of strength and neuromuscular control. and make for 
good posture. 


Fosdike’s Textbook of Gynecology 


J. H. PEEL, DM OXFD, FRCS, MRCOG, assistant obstetric 
and gynecological surgeon, King’s College Hospital, 
London. (Heinemann. Pp. 440. 21s.) 

Mr. Peel has rewritten and expanded large sections 
of this well-known textbook, adding new chapters on 
physiology and endocrinology. The book opens with 
sections on anatomy and physiology, methods of ex- 
amination, displacements, infections and tumours of the 
genital organs, all orthodox, attractive and well written. 
The later sections of the book however, in which symp- 
toms are reviewed and assessed, contain the material 
of most value; general therapy is discussed, emphasis 
being laid on the general health of the patient both in 
body and mind. There is a sensible article on contra- 
ception. A valuable synopsis of endocrine therapy is 
supplemented by an appendix listing the endocrine 
products available in Great Britain, their makers and 
dosage. Physiotherapy and radiotherapy as used in 
gynecology, preoperative and postoperative manage- 
ment of patients, and the more common gynecological 
procedures are covered. Illustrations are good on the 
whole, but the picture of the operation for cure of pro- 
lapse does not illustrate amputation of the cervix 
recommended in the text. Again, the figure showing 
the last stage of colporrhaphy suggests that the patient 


‘ will be left with no vagina whatever. Otherwise this is 


a good, sound, useful book of convenient length. 


Diseases and Injuries of the Larynx 


(2nd ed.) CHEVALIER JACKSON, MD, FACS; CHEVALIER 
L. Jackson, MD, Facs. (Macmillan. Pp. 633. 36s.) 
THE second edition of this work, like the first, is a 
personal expression of a life-time’s experience. Of the 
86 references, 53 are papers and articles by one or other 
of the authors: the text is therefore authoritative, even 
if not comprehensive. In endoscopic technique, for 
example, there is no mention of intravenous anesthetics, 
and there is no account of suspension laryngoscopy. 
While the method of *‘ wide field ”’ laryngectomy might 
be discarded by the modern surgeon, the operation of 
* narrow field” laryngectomy which goes rather to the 
other extreme is not supported by follow-up figures. 
The treatment of laryngeal stenosis comes off short, and 
there is little about plastic procedures. Alcohol injec- 
tions of the superior laryngeal nerve are‘ not necessarily 
painful. The authors are at their best in discussing 
tumours of the larynx, where their experience has been 
vast. They were fortunate in seeing a number of 
malignant tumours early and in treating many of them 
successfully by laryngofissure. There is only a slight 
account of radiotherapy, though they are by no means 
hostile to the method. The production of the book 
makes it a joy to handle, 


Diabetes 
Diagnosis and Treatment. (4th ed.) W. Witson 
MC, MD ABERD., FRACP, physician, Royal North Shore 
Hospital, Sydney. (Angus and Robertson. Pp. 146. 
6s. 6d.) 

THIs small book is clear and well written, and it covers 
all about diet and insulin treatment that a practitioner 
need know in order to treat the average case of diabetes. 
It is simple enough too to be helpful to the patient. 
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the TRADE MARK y BRAND 


St mercuramide with theophylline 


A new packing of this mercurial diuretic has recently been introduced. It is a more dilute 
for solution for administration by the intravenous route only and is supplied in ampoules of 5 and 
led 10 c.c., these being equivalent to the | and 2 c.c. ampoules formerly employed for the purpose. 
ry The latter continue to be supplied for use by the intramuscular route and the strength of this 
solution remainsthe same, namely 9.2 per cent. w/v mercuramide and5 per cent.w/v theophylline. 


For maintaining 
cases for prolonging the interval between injections ‘Neptal’ is administered orally, for 
which purpose tablets are available containing mercuramide 0.16 gramme and theophylline 
0.08 gramme in each. Owing to the convenience and effectiveness of the oral route rectal 


administration by means of suppositories is obsolescent. 


patients oedema-free after a course of injections or-in the more severe 


‘Neptal’ intramuscular solution is supplied in | and 2 c.c. ampoules 
tl : 

a. SUPPLIES * and intravenous solution in 5 and 10 c.c. ampoules, all being available 
‘he in boxes of 6 and 25 ampoules. The tablets are issued in bottles of 
pn. 12, 25 and 100. 


sis Manufactured by 


bas MAY & BAKER LIMITED 


ge PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LIMITED, DAGENHAM 


7032 


These are the distinctive qualities of ‘Elastoplast,’” made by T. J. Smith & Nephew Ltd., Hull 
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TOTAL LIVER EXTRACT FOR 


PARENTERAL INJECTION 


Is produced by improved processes which conserve all the known 
hematopoietic principles of the whole liver; it gives no reactions for 
histamine or undesirable protein. Hepolon approximates to the extract 
described by Gansslen; later extracts have been described as of 
narrower therapeutic value. 


Hepolon not only passes the highest clinical tests for potency against 


pernicious anemia, but contains Whipple’s factor, Wills’s factor, 
riboflavin, nicotinic acid, and the hematinic minerals of liver. 


Ampoules of 2 c.cm.: box of 6, 6/-, box of 12, 11/6, and box of 24, 22/- ° 
Rubber-capped vial of 10 c.cm., 5/-, and of 30 c.cm., 12/6 


HEPOLON 


ALLEN & 


HANBURY S LTD LONDON 


TELEPHONE BISHOP > DATE 320! (12 LINES) TELECRAMS. CREENBURYS. BETH. LON 
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ALLEN & HANBURYS LTD: LONDON- 


TELEPHONE BISHOPSGATE 320//12 LINES). 


Nonad Tulle is a gauze with a mesh of 2 millimetres 
and impregnated with 98 parts of soft paraffin, 
1 of balsam of Peru, and 1 of halibut-liver oil, that 
rich source of vitamins A and D. 


Dressings made with Nonad Tulle as their foundation 
are easily removed, without pain or bleeding. 
Through the wide mesh, secretions are easily absorbed 
by the outer dressings: accordingly dangerous 
products do not accumulate in the lesion, and it need 
not be dressed so often as usual. 


Nonad Tulle may be used on septic wounds, burns, 
gangrene, sloughs, varicose ulcers, indolent wounds, 
operation wounds, pruritic or infective eruptions, and 
solar or actinic dermatitis. 


In tins of 10 pieces, 4 in. x 4 in., 3/6 each 


NONAD TULLE 


Contains BALSAM OF PERU and is STERILIZED 
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TELEGRAMS » CREENBURYS, BETH, LONDON 
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DIET AND HEPATITIS 


In his almost forgotten book on geographical and 
historical pathology, Hrrscu ! attributed an epidemic 
of jaundice in a Bremen shipyard to (arm-to-arm) 
vaccination, and supposed that some epidemics of this 
disease were of a dietetic kind. Anyone reading this 
twenty years ago would have shrugged his shoulders 
and reflected that the old observers had some funny 
ideas. But today the first of these premises finds 
immediate acceptance, while a variety of exact 
observations focuses attention on the second. It was 
not until a few vears after Hirscu wrote that 
differentiated the malady which bears his name, 
and which Inaba and his colleagues proved in 1916 
to be a leptospiral infection. But one can be sure on 
clinical grounds that in many of the old recorded 
epidemics of jaundice the condition was what until 
recently has been called ‘ catarrhal jaundice.”” The 
conception of this disease as a duodenal catarrh, 
associated with a mucus plug in the ampulla of Vater, 
was one of VircHow’s less fortunate contributions to 
pathology ; and like that of his compatriot Kocx on 
the dangers of bovine tuberculosis it had an astonish- 
ingly long run before it was refuted. For it was the 
biopsy studies of the liver made by RonoLm and 
IVERSEN * in 1939 which established that there is a 
real hepatic lesion in such cases. An important 
point in their findings was that in jaundice of various 
types, excluding obstruction, infection and hemolysis, 
a similar picture could be found in the liver. This 
raised the question whether arsphenamine jaundice, 
which had hitherto been generally accepted as a simple 
if capricious toxic effect of the organic arsénical, was 
in fact of this nature, or whether it fell into line with 
catarrhal jaundice, undiscovered factors being re- 
sponsible for its high incidence in venereal diseases 
clinics. 

At this stage war broke out and jaundice soon 
became a major medical problem. To some extent 
it was cryptogenic and to some extent associated with 
known factors. Among these factors were inocula- 
tion with a yellow-fever vaccine containing human 
serum, the use of human convalescent serum for the 
prevention of mumps, blood-transfusion, and, to bring 
in some earlier observations, measles prophylaxis with 
human serum. The general conclusion was that in 
all of these cases (and here we may hark back to the 
Bremen shipyard workmen) the important factor was 
something—possibly a virus—present in human 
serum which was capable of initiating the hepatic 
damage. It is also widely accepted now that much 
* arsphenamine jaundice ”’ is of the same nature, and 
conveyed from one person to another by traces of 
blood left in the syringes used in venereal clinics. 
The actual pathological changes in the liver in all 
these conditions are, as far as our present knowledge 


1. Hirsch, A. Handbook of Gestmeatienl and Historical Pathology, 
London, 1886 (trans. C. Creighton). 


2. Roholm, and Iversen, P. Acta path. microbiol. scand, 1939, 
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goes, indistinguishable. In their large series of 
hepatic biopsies and SHERLOCK * 
were unable to differentiate between the lesions of 
“ catarrhal,”’ serum, and arsphenamine jaundice. 
Such studies made during life form the only sure basis 
for our knowledge of the pathology, for the disease 
has a low mortality and in fatal cases only extreme 
changes will be observed, some of which are terminal 
ones. The essential feature in all these cases is an 
acute hepatitis, characterised by a necrosis of liver 
cells and associated with a leucocytic and histiocytic 
cellular reaction which in milder cases is concentrated 
in the portal zones ; but all degrees of change have 
been observed from the mild lesions associated with 
little disturbance of the liver architecture up to the 
severe lesions in which, if death results, the post- 
mortem picture is one of acute atrophy, and the 
late fibrotic lesions in which the picture is one of 
cirrhosis. 

On another page HimswortH and Giynn divide 
the causes of liver necrosis into a toxic group—in 
which they would put the cases we have just passed 
under review—and a dietetic. Many earlier observa- 
tions had pointed towards the importance of a dietetic 
influence. Thus WuippLe* showed that protein 
deficiency rendered the livers of dogs susceptible to 
chloroform necrosis, and and Victor 
found that severe liver necrosis could result in rats 
from an excess of cystine in the diet. More recently 
Gy6Rey and GOLDBLATT,’ in investigating a dietary 
deficiency capable of causing an acute focal or diffuse 
hepatic necrosis with fatty infiltration in young rats, 
identified the deficient factor as casein. The possi- 
bility of counteracting these effects by various dietary 
supplements was examined, and methionine alone, or 
cystine and choline in combination, were found to do 
this. Substantially similar results have been obtained 
by HimswortH and Giynn, who produced massive 
hepatic necrosis in rats by a low-protein diet and 
found that casein, even in small quantities, protected 
the animals, and, on further analysis, that methionine, 
an amino-acid in which casein is rich, afforded com- 
plete protection. These results clearly prove that 
dietary factors as distinct from general protoplasmic 
poisons and viruses, are capable of producing necrosis 
of the liver in rats. In healing this leads to fibrosis, 
and if the animal lives long enough to nodular hyper- 
plasia. HimswortH and Giynn differentiate this 
sequel from portal cirrhosis, which can be produced 
by diets causing fatty infiltration and also by toxins. 
On this and other grounds they describe ‘ tropho- 
pathic ’ and “ toxipathic ”’ hepatitis, with distinctive 
fibrotic sequelz, and “‘ dietary portal cirrhosis.” 

The applicability of these differences to hepatitis 
and hepatic fibrosis in man must await further investi- 
gation. The view widely taken by pathologists, 
and supported as far as man is concerned by biopsy 
studies, is that the exact histological picture for any 
agent capable of causing liver necrosis is largely 
determined by dosage and the duration of the 
injurious effect. An agent acting intensely may 
produce acute necrosis and death with the picture of 
“ acute atrophy,” or if survival takes place a picture 
3. ae ey H., MeMichael, J. and Sherlock, S. P. V. Lancet, 1943, 
4. Whipple, G. H. Amer. J. med. Sci. 1940, 199, 216. 


5. Earle, D. P. and Victor, J. J. erp. Med. 1941, 73, 
6. Gyérgy, P. and Goldblatt, H. Ibid, 1942, 75, 355. 
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of fibrosis with a pronounced element of nodular 
hyperplasia, especially in younger subjects. The 
same agent acting over a longer period may produce 
a slightly different picture, such as that typical of 
alcoholic “ cirrhosis,’ which it is estimated takes 
5-15 years to develop. These differences are, how- 
ever, believed to be differences of degree and not 
fundamental. To what extent can liver disease in 
man be attributed to dietary deficiency ’ While 
pointing out that “No certain evidence of the 
occurrence of massive hepatic necrosis due to a 
deficient diet has yet been produced” in man, 
HimswortH and his colleague draw attention to 
the suggestion that the high incidence of 
cirrhosis of the liver among poor natives in the 
Punjab and Rand may be of this nature, a suggestion 
which GILLMAN’ has supported by producing hepatic 
cirrhosis in rats by feeding them on the ordinary diet 
of natives in the mines of South Africa. 


OPHTHALMOLOGY IN THE FIELD 


In the North African campaign the first specialised 
eye treatment after wounding was dispensed by a 
mobile ophthalmic unit. This unit, though fully 
equipped and able to work on its own, usually attached 
itself to a casualty clearing station at the first bottle- 
neck of casualties. It has sometimes been possible 
to group together at the CCS a mobile eye unit, 
neurosurgical unit and faciomaxillary unit, and where 
this has been done there has been great saving of time 
with consequent benefit to the patient, for all wounds 
above the chin can then be referred to these teams. 
This must be the ideal arrangement to be aimed at in 
the future. Owing to the appalling nature of the 
desert tracks in North Africa, 36 hours usually elapsed 
before the wounded man reached the eye unit, and 
during that time the only treatment that could be given 
was a shell dressing to the eye and sulphonamides by 
mouth. DansEY-BRowNING records his experiences 
in treating 514 battle casualties at a mobile eye unit 
in Libya. Operative procedures were reduced to a 
minimum, for his patients could not be retained at the 
CCS more than one or two days, and it was found better 
to evacuate as many as possible to a base hospital 
for operation there. Even so, 200 major operations 
were performed in his unit—-chiefly removal of hope- 
lessly disorganised eyes and covering perforating 
wounds with a conjunctival flap. However, wars are 
not won by eye operations, and the main military 
value of his unit was in preventing men with minor 
injuries and errors of refraction from being evacuated 
to a base hospital. All such cases could be dealt with 
at once and returned to the line. Half of all casualties 
seen were concussion changes in the eye. The shell 
splinter is still the commonest cause of perforating 
wounds, with land-mines a good second, but the bullet 
is locally the most destructive. 

The intraocular foreign body of modern warfare 
presents a difficult problem, and as with most war 
surgery of the eye the operative results are often 
disappointing. Even so, some eyes can be saved by 
skilful surgery. Owing to considerations of weight, 
less iron and more alloy is used in bomb and shell 
casings these days, with the result that an intraocular 
fragment gives a poor response to the electromagnet. 
The magnet must be brought as close as possible to 


7. Gillman, J. Brit. med, J. 1944, i, 149. 
8. Dansey-Browning, G. C, Brit, J. Ophthal. 1944, 28, 87. 
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he foreign body, and STaLLaRD * found that for hie 
reason all fragments behind the’ lens were better 
removed through the sclera by the posterior route. 
There seems to be no disadv antage to this operation, 
and PHILps ® has shown that useful eyes result from 
it, but it requires good theatre conditions, such as 
would vertainly not be available at a casualty clearing 
station. *Out of 105 eyes containing a foreign body 
STALLARD found that in 39 it was magnet-positive, 
though removal often failed at the first attempt, and 
in 3 others it was possible to remove the fragment 
with forceps. In 63 cases the foreign body was non- 
magnetic and had to be left in the eve, but some of 
these eyes remain quiet for years, sometimes with 
good vision. In his opinion no harm resulted from 
leaving the fragment in the eye until the man reached 
a base hospital, but its ultimate extraction is 
undoubtedly made more difficult by a delay of four or 
five days. 

It is the task of the ophthalmic surgeon in the field 
to cover perforating wounds and remove prolapsed 
uveal tissue. When this is done the man is better 
evacuated to the base, and the surgeon in the forward 
area does not have to consider which eyes should 
be removed for fear of sympathetic ophthalmia. No 
case of sympathetic ophthalmia was reported from 
STALLARD’S area, which is in accord with what we 
have come toexpect. This complication does not arise 
for at least a fortnight after wounding, and usually 
much later than this. It is now a very rare disease, 
and it may be recalled that the only 4 cases of blindness 
from this cause to pass through St. Dunstan’s in the 
last war arose not from war missiles at all but from 
civilian accidents to soldiers.” 


THE VOLUNTARY HOSPITALS 

WE publish this week reviews of the white-paper by 
the house-governor of a voluntary hospital and by a 
doctor directing a municipal hospital service. The 
former thinks the proposals threaten the autonomy 
of voluntary hospitals and the latter supports his 
pessimism by foreseeing that they will eventually 
lose their supporters and the special status now 
accorded them. We agree that this may well prove the 
fate of some of the smaller institutions which have 
never set a particularly high standard. As we said on 
March 4, however, we believe that many voluntary 
hospitals, including those with teaching schools, 
should be able to justify their autonomous existence 
by the special contributions they can make to the 
public service. They have long traditions; they 
inspire lovalty ; they are at present the chief home of 
research ; and they are efficient going concerns. 
There is in fact, good reason why the Government 
should sincerely wish them to continue the work they 
are doing in the way they are doing it. In our view, 
the Government intends to offer them financial terms 
that will enable them to perform their valuable 
functions. It is true that the white-paper argues that 
if they wish to manage their own affairs they cannot 
expect to receive from public funds the full cost of 
treating their patients, but the gap between receipts 
of public money and expenditure on public patients 
might be made very small—a mere token. 
9. B. Ibid, p. 105. 
10. Philps, A. 8. T'rans, ophthal. Soc, U.K. 1942, 62, 169. 


War Blindness at St. Dunstan’s, London, 1922, 
p. 59. 
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The question arises whether there ought to be any 
gap at all. Further reflection suggests that if the 
state contracts with voluntary hospitals to perform a 
particular service it should be willing to pay for that 
service in full: surely a National Health Service 
should not rely for its normal working on help from 
charitable funds, and voluntary hospitals should not 
be put in a position in which they could appeal to the 
public for money for its maintenance. As ‘* House- 
Governor ” points out, a contract to pay the full cost 
must.cover not only the cost of beds but also deprecia- 
tion on buildings. The Government might be well 
advised to invite the participation of voluntary 
hospitals on the basis of full payment for services 
rendered, leaving them free to use gifts, legacies and 
endowments for capital expenditure and research, in 
both of which they can display initiative that would 
be of real value to the Service and the community. 
Appeals for new equipment and buildings are not in 
the same category as appeals for maintenance, and 
when each area has its own medical service we may 
confidently hope that local patriots and benefactors 
will still think the improvement or extension of 
hospitals—municipal as well as voluntary—a good 
object for their money 

The complaint that the Government's proposals 
do not give the voluntary hospitals full partnership 
in the Service seems a little unreasonable. If they 
wish to retain virtually complete liberty of action 
within their own walls they cannot fairly claim a share 
in the control of the Service outside. Actually 
however it would obviously be of value to many of the 
new joint authorities to have at their disposal the 
experience gained over many years by voluntary 
institutions. If the local health services council of 
each area had an active hospitals subcommittee, 
chiefly composed of representatives of voluntary and 
municipal hospitals, the men in both forms of hospitals 
would have a chance of working together round a table, 
which as Lord Dawson said in the Lords’ debate, is 
one of the ways of making real progress. In the clash 
of interests—medical and administrative—we must 
continually remind ourselves that hospitals, doctors, 
nurses, and local authorities do not exist to preserve 
a particylar way of life but to look after patients. 


DIAGNOSIS OF SMALLPOX 


In the last few weeks variola major again reared 
its ugly exotic head in England, and though the 
outbreak now seems over the 11 cases with 3 deaths, 
all in contacts of a single soldier from the Middle 
East, have reminded us that the risk of Asiatic 
smallpox being introduced from abroad is always 
present, more particularly in war-time. They have 
also grimly demonstrated the importance of early 
diagnosis in control, and the difficulty of diagnosing 
a disease that few English doctors ever see, 
especially when it is modified by vaccination. The 
first case in an outbreak is commonly called 
chickenpox, rubella, or measles: in the recent 
outbreak the diagnosis made was rubella plus 
chickenpox, and in the outbreak shortly before 
Es .* ketts. T. F. and Byles, J. B. Diagnosis of Smallpox, London, 

1908. This monograph, with its magnificent photographs, 
should not be mentioned without tribute being paid to E. L. 
Meinertzhagen, then chairman of the subcommittee of the 
Metropolitan smallpox hospitals, who urged Ricketts to 
undertake the work and secured the financial help of the 


Metropolitan Asylums Board. 
2. Wanklyn, W. McC. How to Diagnose Smallpox, London, 1913. 
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the war the airman who brought the infection 
was diagnosed as measles on his ship and at his 
first port of call. In his letter last week (p. 451) 
Dr. Horace Hii, following the teaching of 
Ricketts! and WANKLYN,? summarised the main 
points of differentiation. The practitioner should 
not attempt more than the expert, who insists 
on seeing the whole body in a good light before 
expressing an opinion on a doubtful case, and 
may defer his decision until he has had the case 
under observation for a few days. 

The diagnosis of any rash involves two funda- 
mental considerations—its distribution the 
nature of the lesions. In the diagnosis of smallpox 
by far the more valuable is distribution. Modifica- 
tion by vaccination, natural immunity or attenuation 
of the virus may materially alter the profusion, 
maturation and other features of the lesions, but 
never their relative distribution. The true rash 
of smallpox is centrifugal, avoids flexures and selects 
prominences. The expert may count the lesions on 
the limbs to decide whether they are most profuse 
below the elbow and knee. Much reliance cannot be 
placed on umbilication, shottiness, palatal and 
mucosal lesions, lesions on the soles, loculation and 
cropping ; WANKLYN suggests that these should be 
discarded as, diagnostic criteria, though prostration, 
often well-marked in the prodromal period, the depth 
of the lesions in the skin and their regular maturation 
may all be helpful. The temperature chart, too, 
should also be kept in mind, with its pre-eruptive rise, 
falling as the rash appears. ‘* Vaccination,” as HILL 
puts it, “does not alter the disease, it modifies it.”’ 
Recent successful vaccination is strong presumptive 
evidence against the diagnosis of smallpox, but the 
duration of immunity after vaccination: is very 
variable and is almost certainly shorter after a single 
insertion. Above all, the practitioner in doubt 
should call in specialist advice, which is readily 
forthcoming from the Ministry of Health or the local 
authority, if he meets with a maculopapular, 
vesicular or pustular rash affecting particularly the 
distal parts of the extremities and face. 

Lord MORAN has been re-elected president of the Royal 
College of Physicians of London. 

Dr. J. M. MACKINTOSH, professor of preventive medi- 
cine in the University of Glasgow, has been appointed to 
the chair of public health in the University of London 
tenable at the London School of Hygiene and Tropical 
Medicine. 

Sir GEORGE ELLIsTON, mp, has been elected chairman 
of the committee of management of the school in suc- 
cession to Sir Holburt Waring, Frcs. 

In the European Regional Office of UNRRA, Dr. 
ANDREW ToppiING has taken over his duties as head of 
the health division, with Dr. NEVILLE GoopMAN as his 
deputy. Dr. Topping has been deputy MOH to the 
LCC since 1940. Dr. Goodman is a deputy senior medi- 
cal officer of the Ministry of Health and a member of the 
Health Committee of the League of Nations. Dr. James 
A. CRABTREE, senior surgeon US public health service, 
is acting health director in Washington. 


SMALLPOX IN DorsetT.—A case of smallpox has been 
notified in a woman who teaches in a Yeovil school. 
It is of a mild type. The woman was in South Wales 


shortly before she was taken ill, but the source of infection 
has not been established. 
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EQUAL PAY FOR EQUAL WORK 

Tne temporary defeat of the Government over. Mrs. 
Cazalet Keir’s amendment to the Education Bill shows 
how widespread is the support for the principle of equal 
pay for equal work. In the medical profession the 
principle is fully accepted, as Dr. Haden Guest pointed 
out in the debate. The plea that a man often has more 
family responsibilities than a woman is ** the one respect- 
able argument,’ as Miss Rathbone put it, for differentiat- 
ing between the sexes. But though respectable, the 
argument has never been conclusive. Mrs. Keir drew 
attention to the increasing numbers of women supporting 
parents as the war proceeds, and Mr. Leslie pointed out 
that men receive the same wage for the same job, whether 
they are married or single. As Miss Rathbone summed 
it up, the difference in seale in the teaching profession 
benefits large numbers of men who have no family 
responsibilities, and penalises many women who have 
family responsibilities ; and for men who have children 
the difference in pay is inadequate. 

The right solution is equal pay plus family allowances. 
The Government has accepted the Beveridge proposal for 
such allowances, and a uniform rate for each dependant 
acquired by marriage may be expected fairly confidently. 
(It would be as well to make sure that the principle 
applies equally to dependants acquired in other ways.) 
Beveridge believes that supplementary allowances should 
vary with the commitments of the parents—that the 
doctor, say, whom custom places under an obligation 
to send his children to expensive schools and to clothe 
them according to accepted standards, should have 
allowances commensurate with these demands on_ his 
purse. Last week a peripatetic correspondent suggested 
what these allowances might amount to under the new 
national medical service: in addition to a basie salary, 
he considers, the doctor should be given a marriage 
allowance of £150 yearly and a similar allowance for 
each dependent child. 

It is sometimes suggested that the establishment of 
family allowances in industry would encourage employers 
to give preference to unmarried applicants for work, but 
thi8S danger can be met. The French endeavoured to 
get over it by a system in which every codperating 
employer paid into an equalisation fund in proportion to 
the number of his employees ; there was thus no tempta- 
tion to discriminate against the married man’, and the 
cost was small, amounting to only 3}% of the total wage 
bill. 

A LEAD FROM BIRMINGHAM 
“When the family wage-earner breaks a limb the 
problem for treatment goes beyond the setting of the 
broken bone and the strengthening of the muscles, for the 
accident has also caused a dislocation of the domestic, 
social and employment background of this citizen,” 

IN this spirit the Birmingham Accident Hospital 
approaches the task of rehabilitation. The third annual 
report tells of a hospital planned to look after the 
patient, whether he needs surgery, physiotherapy, 
physical training and games, occupational therapy, or 
the advice and help of the social service department. A 
case is closed only when the injured man is back at work, 
sarning his normal wage. ‘The employer is regarded as a 
member of the rehabilitating team— the expert on work. 
The hospital staff are the experts on injuries, and they 
have worked to establish a common ground with em- 
ployers. A remarkable experiment made with the help 
of a large engineering firm is now nearly a year old, The 
firm has established a workshop for the disabled which 
is under the joint supervision of the works engineer, 
the works medical officer, and the clinical director of the 
hospital. Thé men in the shop are either permanently 
or temporarily disabled. As soon as an injured man 
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is fit enough, he enters the shop and begins work planned 
to hasten his recovery, for which he receives a fair wage. 
The goods produced contribute to national needs, and 
are sufficient in quantity to cover the greater part of 
maintenance cost of the workshop, including wages. 
About 30 men are employed there at a time and some 
150 have returned to the main factory after passing 
through the shop. If a man’s injury is such that he 
cannot return to his former job he is trained for a new 
one. Thus one man who was earning £6 as a power- 
press operator lost the greater part of his right hand. 
He spent three months in the shop learning to be a 
welder and is now earning £10 a week in the factory. 

The problem of wound infection is being tackled in 
the hospital by a bacteriological unit of the Medical 
Research Council, which has recently published ! the 
results of an investigation of the effects of penicillin on 
hand infections. An MRC burns unit was transferred 
to the hospital from Glasgow at the beginning of the year, 
and both units work closedeayith the clinical staff and 
with industrial medical officers. 

The administration of the accident hospital is a 
successful example of coéperation within the existing 
framework of society. A voluntary and _ teaching 
institution, the hospital yet receives a sixth of its income 
from the City of Birmingham through the public health 
committee. During 1943 nearly a third of its income came 
from some 1000 employers in the city ; the remainder is 
derived from the weekly contributions of workers, from 
private subscriptions, and from a grant made by the 
Ministry of Health. The chairman of the governors 
is a well-known trade-union leader; on the board are 
represented employers, workers, the city council, the 
medical officer of health, the panel committee; industrial 
wedical officers, consultants and general practitioners. 
Practical difficulties just now are considerable. The 
inain outpatient department is closed for rebuilding, 
the surgical staff is reduced to three surgeons ; nurses 
are scarce, and food for the healthy hungry patients is 
not too easily provided. Nevertheless the hospital has 
already dealt with 21,000 patients, 2000 of whom have 
passed through the wards and 15% of whom have 
needed rehabilitation. 


TALC POWDER ON RUBBER GLOVES 


AT intervals a paper or a sentence will challenge 
customs rooted in the past of surgical technique, as 
years ago a phrase of Moynihan’s challenged a minority 
that lagged in changing their clothes for operations — 
** What would a pair of tennis flannels look like at the 
end of a week’s wear in London ? Our everyday darker 
garments do not show the same marks, but they carry 
the same dirt.’” Then, as he said, he preached to a 
converted audience. But it will be interesting to see 
what response in operative ritual follows recent strictures 
on the widespread and convenient use of powdered tale 
for dusting hands and gloves. Seelig, Verda, and Kidd * 
find that Roth in 1923 gave the first clinical account of 
peritoneal nodules containing spores of lyeopodium which 
then was used to powder gloves, though Hippolyte 
Martin had proved it harmful to serosa by experiments 
performed in 1881. Antopol in 1933 was first to show 
that grains of tale (consisting chiefly of magnesium silicate) 
could be the nuclei of granulomas in the peritoneal 
cavity. Tale can cause trouble elsewhere—granulomas 
from its implantation are described in rectum, vagina, 
eervix and brain; also in healing wounds. The lesions 
forming round the grains become fibrosed ; 80, in the 
belly, they can produce adhesions and obstruction, a fact 
repeatedly confirmed by animal experiment. German,* 
by examining his preparations with polarised light 
1. Lancet, Jan. 15, p. 73. 


2. Seelig, M. G., Verda, D. J. and Kidd, F. H. J. Amer. med. -18s. 
1943, 123, 950. 
3. German, W. M, Surg, Gynec. Obstet, 1943, 76, 501. 
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(which eauses tale to sparkle), could detect crystals in 
nearly all patients who had undérgone a previous laparo- 
tomy. The findings with tale recall those of Cruick- 
shank * in a case where half a pint of liquid paraffin was 
left in the abdomen to check recurrence of adhesions. 
The cystic nodules, linked with an obstructed gut, were 
taken first for metastasic growths in process of degenera- 
tion. They were, however, filled with oily fluid, and 
microscopy showed in their walls a central fibrous zone 
coated externally with granulations in which foreign- 
body giant cells were seen. Their structure was, in fact, 
typical of the paraffinomas produced in the peritoneum 
of animals, in subcutaneous tissue after cosmetic injec- 
tions, and in the appendix of certain patients taking 
liquid paraffin. Reactions due to tale led Seelig and his 
co-workers to seek a harmless substitute. Tale on the 
surface is difficult to wash from gloves before an opera- 
tion, and powder left within is likely to leak out through 
accidental tears and needle-pricks, which recent work 
has shown to be common. After studying two dozen 
salts and-seven kinds of starch they chose potassium 
bitartrate. Starches, though promising because of 
dusting quality and smoothness, gelatinised and made 
glovesstiff when takenfrom the autoclave, a disadvantage 
which they hope to overcome. Meanwhile, potassium 
bitartrate seems to meet a number of requirements. 
It is sufficiently insoluble, and can be sterilised in gauze 
or incontainers, at 15 lb. of steam pressure for 15 minutes, 
more than half a dozen times without deteriorating ; 
but overheating cakes and spoils it. It also has bac- 
teriostatic qualities for Staphylococcus aureus and 
Escherichia coli ; and even if a gramme of it should leak 
from torn gloves and be absorbed that quantity is just 
a thirty-fifth of what is estimated as the toxic dose in 
man. The powder has by now been tested in four hos- 
pitals in the United States, and is apparently approved, 
apart from its effect in almost halving the life of rubber 
gloves, a serious objection for the moment to its trial 
in these islands. Experiments on rats have shown that 
2 c.cm. of 5% potassium bitartrate solution injected into 
peritoneal cavities produced no lesions during intervals 
which ranged from 5 minutes to 24 weeks. This was in 
striking contrast with the bands and lumps produced 
in other rats by tale of equal dosage. In estimating 
the danger of tale we should recall that possibly there 
are degrees of idiosyncrasy ; for it is clear from Cruick- 
shank’s paper on paraffinoma that tumours ‘do not 
invariably result from injections of paraffin, and in 
recorded cases the time required for the formation of 
the tumour has varied from a few weeks to many years.”’ 
But though as yet we know nothing of the incidence of 
lesions due to tale, we have at least been warned repeatedly 
that they can be dangerous. 


PLEROCERCOIDS IN TROUT 

A NUMBER of water boards periodically stock their 
reservoirs with freshwater fish, thereby providing the 
community with opportunities for harmless relaxation 
and occasional mild excitement. But from time to time 
disease spreads devastation, and many a fat fish floats 
with distended belly on the surface of the waters to the 
dismay of health authorities and amateur anglers. In 
1942 a fatal peritonitis so seriously affected the trout 
in one of these large storage ere in South Wales 
that by the following summer few fish were left alive. 
Professor Duguid and Miss Sheppard ® have now shown 
that this outbreak was due to invasion with plerocercoid 
larve. When fed to laboratory rats and to a dog the 
plerocercoids developed into diphyllobothrium adults. 
As a rule the rats threw off the infection in 5 or 6 weeks, 
but the dog retained his until it was removed by anthel- 
mintic treatment. These tapeworms were very similar to, 
if not identical with, the well-known Diphyllobothrium 


4. Cruickshank, A. H. Lancet, 1941, i, 4. 
5. Duguid, J. B. and Sheppard, E. M. J. Path, Bact, 1944, 56, 73: 
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latum which inhabitants of Eastern aud Southern Europe 
acquire from eating freshwater fish. Rosen and others 
have demonstrated that D. latum, and other members 
of the pseudophyllidea, require two intermediate hosts, 
firstly a crustacean, of the family cyclopide, and secondly 
a fish, or in certain species (e.g., D. mansoni) an 
amphibian, reptilian or mammalian host. 

Using the eggs obtained from these experimentally 
infected animals, Duguid and Sheppard incriminated 
local crustaceans, Diaptomus gracilis and Cyclops 
strenuus, as first intermediaries ; but they have not yet 
succeeded in producing plerocercoids by feeding these to- 
fish. How the infection entered the reservoir is not, yet 
clear. Nor is the identity of the parasite with Diphyllo- 
bothrium latum fully established. As these intermediate 
hosts are the same as for D. latum, which so far has been 
reported in the British Isles only from the West of 
Ireland, the solution of these problems will be awaited 
with interest not unmixed with anxiety in view of the 
possibility that this worm may have been brought into 
this country from Norway or Poland. That the presence 
here of so many refugees from these countries is a 
potential source of infection with D. latum is obvious from 
the experience of North America where its introduction 
by immigrants has resulted in the establishment of 
considerable endemic foci within recent years. 


DISORDERS OF THE NEWBORN 

P £DIATRICIANS rightly emphasise that their work is not 
to be classed as a specialty : it represents the application 
of general medicine and surgery to a special age-period. 
Dr. Alan Moncrieff took the same line with regard to the 
disorders of the newborn baby when he spoke to the 
Manchester Medical Society on March 1. The high 
neonatal mortality in this country has been freely 
criticised in recent times ; some of the trouble, Moncrieff 
suggests, is because the newborn is looked on as a mysteri- 
ous creature. Actually the application of modern 
knowledge in physiology, medicine and surgery, and 
pathology would probably go a long way to remove the 
mystery and reduce the death-rate. As his first example 
Moncrieff chose respiratory failure. Here great advances 
could be made if the work of Adrian and Barecroft in this 
country and Flagg and others in America was correctly 
interpreted. Obstruction in the respiratory tract on the 
one hand, and poisoning of the respiratory centres on 
the other, are the chief causes of respiratory failure. 
Resuscitation of the newborn could be paralleled by 
such problems as oxygen supply at high altitudes or the 
patient recovering from an anesthetic. As a second 
example Moncrieff took the resemblances between 
cerebral trauma in the newborn and head injuries of 
adult life. Many babies pass through a stage which 
resembles concussion. There are others with typical 
cerebral irritability, some with intracranial hemorrhage, 
which is usually fatal, and an important group with 
signs of increased intracranial pressure due to cerebral 
cedema, for whom hypertonic salines are a life-saving 
measure. The difficulty of intravenous medication in the 
newborn baby has led to a trial of the rectal route, and 
2 oz. of a 10% saline introduced four-hourly for a day 
or so often produces dramatic results. Asan illustration 
of the application of general pathology to the newborn 
Moncrieff discussed the problem of infections. There 
are still many unsolved difficulties about immunity, but 
it seems a fair assumption that a mother cannot transmit 
any resistance to the common infections to which she 
herself is susceptible—the common cold, staphylococcal 
infection (especially of the skin) and streptococeal infec- 
tion. The idea that a newborn baby never catches a cold 
is based on erroneous observation. The clinical mani- 
festations are completely different from the adult’s, and 
often secondary disturbances such as bronchopneumonia 
or diarrhea dominate the picture. Prevention of infec- 
tion is of great importance and the use of masks in the 


ed 

re. 

od 

of 

BS. 

ne 

ng 

he 

pr’ 

id. 
a 

in 

cal 

he 

on 

‘ed 

ar, 

nd 
a 

ing : 

ing 

me : 

Ith 

me 

ris 

om 

the 

ors 

are 

the 

rial 

ars. 

The 

ng, 

s is 

has 

ave 

ave 

nge 

as 

rity 

the 

rker 

oa 

see 

ures 

tale 

dd? 

t of 

hich 

lyte 

ents 

how 

ate) 

neal 

mas 

rina, 

‘ions 
the 
fact 

light 

Ass. : 


THE LANCET | 


care of the baby in the pe dogs hen mue h to onmmnned 

it. The time has passed when the baby is to be regarded 
as a mere by-product of obstetrics. The newly, born, 
Monerieff maintained, deserves close study in his own 
right. 


LIVER NECROSIS AFTER TRILENE ANAESTHESIA 


AN inquest has lately been held in Nottingham on 
a girl of two years who died three days after an operation 
for congenital ptosis of the eyelids. ‘ Trilene’ was 
used for induction, followed by ether, an open mask 
being employed throughout. The operation lasted 
about half an hour, and there was no apparent cause 
for anxiety during induction or maintenance. The 
anesthetist had been using trilene at all the hospitals 
to which he was attached for six months or more. The 
first sign that anything was wrong was when a nurse 
noticed that the child’s mouth drooped on the day 
after operation. Next day the child appeared to go 
stiff for a few minutes, and she died on the fourth day. 
Autopsy showed central necrosis of the liver, similar 
to that seen in delayed chloroform poisoning. There 
have been several deaths in the last few months from 
trilene given in a closed circuit with a soda-lime 
absorber !; in those cases the lesions were mostly found 
in the central nervous system and lungs, though in two 
there was well-marked fatty degeneration of the liver. 
There have also been several reports of liver damage 
in animals given large doses of trilene, but this seems 
to be the first example of trilene anzsthesia producing 
liver necrosis resembling that of delayed chloroform 
poisoning. 

INSULIN MIXTURES 

Iv is generally recognised that when the slow-acting 
protamine zine insulin (PZI) and the rapidly absorbed 
soluble insulin (SI) are mixed together in the syringe 
before injection, a large part of the soluble insulin becomes 
retarded. The quick effect of a given quantity of soluble 
insulin is only obtained if it is injected separately.? 
If, however, an excess of soluble insulin is given some 
remains unmodified. Peck * has published a table show- 
ing the amount of soluble insulin which escapes modifiea- 
tion and exercises its proper action when various combina- 
tions of PZI and SI are used. The table is arranged in 
four columns with proportions of SI: PZI equal to 1: 1, 
3:2, 2:1 and 3:1. For instance, in the first column 
where SI: PZI equals | : 1, the active result of an injec- 
tion of 50 units SI plus 50 units PZI reads 25 units exert- 
ing quick action and 75 units slow; and in the second 
column where SI: PZI equals 3: 2, 60 units of SI plus 
40 units PZI give 40 units with quick action and 60 units 
with slow. Thus the expected clinical action of different 
quantities of insulin ranging from 10 to 150 units in the 
four proportions can be read from the table. The figures 
are based on the percentage of rapidly acting insulin 
available in mixtures which have been adjusted to the pH 
of protamine zine insulin by buffering, but no details are 
given of clinical or experimental procedure. Moreover, 
it is not clear whether the patient mixes the two insulins 
together in his svringe or whether a mixture with the 
correct pH is prepared beforehand. In the former case 
the degree of mixing in the syringe makes a considerable 
difference to the amount of soluble insulin left over.* 
Peck indeed points out that several factors, such as the 
varying pH of different mixtures and the individual 
response of patients, may alter the clinical effect. The 
practical point which emerges is supported by the 
clinical experience of Ulrich * and Colwell 5 that an effec- 
tive quick action is not obtained from a mixture unless 


See Lancet, ‘March 18, 379. 

Wauchope, G. M. dated. ‘1940, i, 963. 

Peck, F. B. Ann. intern. Med. 1943, 18, 177. 

Ulrich, H. Ibid, 1941, 1166. 

Colwell, A. R., Izzo, J. L. and Stryker, W. A. Arch. intern. 
Med. 1942, 69, 931. 


Or 


INSULIN MIXTURES. — Mor ALS IN WAR-TIME [APRIL 8, 1944 


the amount of SL exceeds that of PZI. The proportion 
SI: PZ equals 3 : 2 seems best for the usual arrangement 
of four meals a day—e.g., 30 units SI mixed with 20 units 
PZI gives, according to the table, the same quick action 
activity as 20 SI and 30 PZI given separately. To 
obtain an equal quick and slow action the proportion of 
SI to PZI needed is 2:1. Although the practical incon- 
venience of two pricks with separate injections can be 
overcome by leaving the needle in situ while the second 
insulin is drawn into the syringe with another needle, 
some patients prefer to give both kinds of insulin together, 
and Peck’s paper, with the table, offers useful guidance 
as to the result to be expected when such mixtures are 
used. 


MORALS IN WAR-TIME 

Tue illegitimate birth-rate invariably rises during a 
war and this one is no exception. The numbers of 
illegitimate livebirths ey Tet year by year in England 
and Wales have been 25,942 in 1939, 25,873 in 1940, 
30,931 in 1941, 36,194 in 1942 and 44,400 in 1943, the 
final figure being a provisional estimate. Taking the 
opening phases of 1939-40 as a base line these changes 
give increases of 19% in 1941, 38° in 1942 and as much 
as 70% in 1943. - While it is natural to conclude that 
such a trend is evidence of the relaxing of moral standards 
under war conditions, the case is by no means convincing, 
as Stocks? has pointed out. Using the new statistical 
material resulting from the Population (Statisties) Act 
he showed that in 1939-40 about two-thirds of all births 
resulting from extramarital conception were legitimised 
by marriage before the birth took place. In 1941, and 
subsequent years, the increasing absence abroad of the 
male partner might well have prevented many such 
marriages taking place. This would lead to a fall in the 
proportion of births which could be legitimised and thus 
to an increase in the illegitimate births, without neces- 
sarily any increase in extramarital conceptions. With 
the passage of time more material has become available 
and Stocks returns to the subject with good evidence 
in favour of this interpretation.2. Taking a birth within 
8 months of marriage as resulting from an extramarital 
conception he finds that such legitimate livebirths 
amounted, in round numbers, to 54,000 in 1939, 51,000 
in 1940 and only 38,000 in 1941. In other words the 
increase of 5000 in illegitimate livebirths in 1941 was 
more than balanced by a decrease of 13,000 in the 
number of legitimate livebirths which occurred within 
8 months of marriage. Adding together the illegitimate 
births and the legitimates occurring within 8 months of 
marriage gives for the total extramarital conceptions 
80,000 in 1939, 77,000 in 1940 and 69,000 in 1941. Still- 
births resulting from extramarital conceptions also show 
some decline in 1941 compared with 1939. It is only 
reasonable to conclude, therefore, that up to 1941 there 
was no war-time increase in extramarital conceptions. 
Whether the same applies to 1942 and 1943, with their 
still larger numbers of illegitimate births, cannot yet be 
determined, but doubtless Stocks will give the answer 
in the fulness of time. So far as he has gone it seems 
that the moral standards of peace and war years—as 
measured by extramarital conceptions—have not varied 
materially. But whereas .in peace the extramarital 
conception can usually be brought within the married 
state, in war the opportunity for so doing is often lacking. 


Mr. SypNEY Lamp, a pioneer of organised hospitals 
contributory schemes is shortly to retire from his post as 
general secretary of the Merseyside Hospitals Council. 
As general secretary and treasurer of the International 
Hospital Association Mr. Lamb has visited hospitals in 
many of the cities of Europe and America. 

1, Stocks, Bull, Min. Hlth, E.P.H. Lab. Serv., October, 


1943, 
. Ibid, March ‘1944, p. 55. 
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Reconstruction 


THE WHITE PAPER REVIEWED 
ix. By a Hosprran House-GovERNOR 


No-one interested in the welfare of the community 
will deny the need for reorganisation of the health and 
hospital services. The present uncoérdinated system is 
woefully inadequate; in some respects there is over- 
lapping with consequent waste of effort and expensive 
equipment, while in others there are many gaps. 

The white-paper represents a sincere effort to improve 
matters, and the proposals generally show an effort to 
meet the viewpoints of the principal parties concerned— 
namely, the major local authorities, the medical profes- 
sion, and the voluntary hospitals—having always in mind 
the need of the public for an improved health service. 
There must be a good deal of give and take, and no 
sectional interest can be allowed to stand in the way of 
such a health service as will best meet the needs of the 
community. 


OUTLOOK FOR THE VOLUNTARY HOSPITALS 

The paper pays tribute to the voluntary hospital 
services. It points out that they have, *‘ in a degree so 
far unsurpassed, developed specialist and general hospital 
resources,’ and that ** it is certainly not the wish of the 
Government to destroy or to diminish a system which is 
so well rooted in the good will of its supporters.” In the 
service envisaged, however, the position .of these in- 
stitutions becomes very insecure. 

They are offered freedom to come into the scheme or to 
remain out, but before allowing them to exercise this 
freedom the Government propose to take away the main 
body of their subscribers in the shape of contributory 
schemes. The white-paper then says that if when this 
large body of contributors has been taken away, and a 
free hospital and consultant service has been provided 
for everyone, there are people left who wish the voluntary 
hospitals to continue, they will be free to subscribe— 
but only on top of what they must pay for the state ser- 
vice by way of contributions to the *‘ Beveridge stamp.” 
as well as their share. as taxpayers. of the £48,000,000 
to be provided by the Exchequer, and, as ratepayers, of a 
similar amount to be provided out of local rates. So far 
as the voluntary hospitals are concerned, this appears to 
be a method of slow starvation, and freedom in such 
circumstances is an anachronism. 

Again, it is suggested that the combined payments 
from the state and local authorities for services rendered 
must fall considerably short of the maintenance cost in 
order to allow a substantial margin to be raised by 
voluntary effort ; for, to quote the white-paper, ** so long 
and so long only can voluntary hospitals retain their 
individuality.”’ Little mention is made of payments for 
replacements and extensions. Presumably these must be 
provided on a voluntary basis, but who will give large 
sums for this purpose when they know that the state must 
provide ? The paper says that without the collaboration 
of voluntary hospitals the services promised could not 
be realised for many years. This seems to imply that 
they must be brought in at the beginning. leaving room 
for the unpleasant assumption that they may be more 
conveniently discarded when this becomes practical 
politics. 

Is there any reason why local health authorities making 
use of voluntary hospital buildings and equipment, which 
have been provided at great cost, should not, besides 
making payments towards maintenance, be required to 
make a further payment to cover the cost of depreciation 
on these buildings while so used, sttch payment to be 
placed to a capital account and used for only extensions 
or rebuilding as and when required ? I cannot see why 
buildings provided by the philanthropic public, who 
desired to support voluntary hospital services, should be 
used on behalf of the state without compensation for 
wear and tear. Unless some arrangement is made on 


these lines, the length of life remaining to these hospitals 
will be fixed by the degree of. their obsolescence. As 
public- ‘authority hospitals are to receive grants corre- 

sponding to those proposed for the voluntary hospitals— 
i.e., £100 per bed, per annum—there will be every ir ""ce- 
waing 


ment for the public authority to press for the F 
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of new hospitals which would be entirely under their own 
control, particularly as they will thus save a large propor- 
tion of the cost of maintaining beds used by them in the 
voluntary hospitals. The local authorities are also to 
receive assistance from the Exchequer towards this cost. 
Why should not a portion of such contribution, in so far 
as it is to cover maintenance of beds in voluntary 
hospitals, be made direct to these institutions instead of 
through the local authority ? If it is desired to promote 
good relations between local authorities and voluntary 
hospitals, this can best be done by making them finan- 
cially independent of each other so far as possible. 

NEGLECT OF KNOWLEDGE AND EXPERIENCE 

The administrative organisation, both central and local, 
seems to have many unpleasant implications, especially 
from the voluntary hospital point of view. 

The constitution of the Central Health Services 
Council is to be mainly medical, with representatives of 
various organisations, including voluntary hospitals. 
As the total number of the committee is to be round 
about 30-40, the actual representation of voluntary 
hospitals on this body may be negligible. No provision 
is made for requiring the Minister of Health to consult 
with this body before approving local schemes. Locally, 
the joint health authority will consist of representatives 
nominated by the major local authorities, many of whom 
have little knowledge or experience of hospital matters, 
and have neglected to exercise their powers of establish- 
ing up-to-date general hospital services. Neither the 
voluntary hospitals nor the medical profession are to 
have any representatives on this body. The officers of 
such authorities will presumbly be local-government 
officials, not specially experienced in hospital provision. 
The lack of experienced representatives on health 
committees is no doubt one of the reasons why they have 
not made the progress they might have done in hospital 
matters, and it is unfortunate that this lack should be 
perpetuated. It is true that there is to be a local health 
services advisory council, but experience of the Section 13 
Local Government Act, 1929, is not encouraging. 

The white-paper says that there is nothing new in a 
public authority contracting with others for the provision 
of hospital services, and that since 1875 local authorities 
have been enabled to provide hospitals themselves. 
Why then have they not done so? Even during the 
more enlightened period of public health administration 
—since the passing of the 1929 act—-many authorities 
have done very little either by making suitable hospital 
provision for themselves or by subscribing to the volun- 
tary hospitals for the essential services they have given. 
The worst feature of the hospital services of today is the 
care of the chronic sick, a service for which the local 
authorities have been almost entirely responsible. As 
another example, take the treatment of cancer; the 
modern methods of treating cancer by radiotherapy have 
been developed almost entirely in the voluntary hos- 
pitals. and it was not until 1939 that the Cancer Act was 
passed. Yet it is to'those who have lacked vision in the 
past that the prime responsibility for the new health 
service is to be entrusted. 

Because of the hidebound democratic idea that only 
those popularly elected are fit to be entrusted with the 
spending of public money, representatives of the medica! 
profession and voluntary hospitals, with their special 
knowledge and experience, are not to be allowed to serve 
as members of the joint health authority. If such 
representatives cannot be full members of the health 
committee, could not a certain number of them be 
coépted to take part in discussions, though without the 
power to vote ? Some such arrangement is essential to 
ensure that the views of those best qualified to give expert 
guidance are adequately presented and fully understood. 
By this means only can proper liaison be effected and 
good and friendly relations be maintained between the. 
local advisory body and the joint health authority. 

The public, in the past, have not been reluctant to 
allow their money, which they have given freely, to be 
spent by those who control our voluntary hospitals, for 
the simple reason that they have had confidence in the 
expert knowledge of the doctors and laymen responsible 
for their administration. It is difficult to understand 
why those who have accumulated this special knowledge 
and experience are to be completely excluded from the 
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bodies charged with the great responsibility of organising 
our future hospital services. The present proposals do 
not even ensure that after consultation, which is compul- 
sory, the local health authority need submit their final 
scheme to the local health advisory council: The council 
may therefore have no knowledge of what has been 
decided, and thus be deprived of the opportunity of 
making their views known to the Minister of Health 
before the scheme receives his approval. In this respect 
the proposals for Scotland are much to be preferred ; 
while the joint health authority is responsible for sub- 
mitting the scheme for its area, the Secretary of State is 
required to refer all such schemes to the appropriate 
regional hospitals advfsory council to obtain their views 
before deciding to approve or amend them. 

All will agree with the proposals for the inspection of 
hospitals, and it is important that this should be under- 
taken by medical men and women of distinction in 
various branches of professional work or medical admini- 
stration. Hospital administrators will welcome the 
opportunity of joining with other experts in this import- 
ant work. The modern hospital comprises a complexity 
of activities, and although medicine must always be 
paramount it can only flourish if all the other services on 
which it relies are efficiently organised. It is difficult 
to understand what is meant by the suggestion that the 
joint authority may ask for a special inspection if it 
thinks it desirable. Presumably this would apply only 
to a voluntary hospital, for the authority. would be 
unlikely to ask for a special inspection of an institution 
under its own control. Such an arrangement might.well 
be resented, and certainly would not help to promote 
local harmony. 


PARTNERSHIP AND INDEPENDENCE 


The proposals in general, so far as the voluntary 
hospitals are concerned, are unsatisfactory from the 
standpoint both of central and local administration 
and finance, and it is to be hoped that the Minister will 
make such modifications as will allay their fears and put 
them on a more certain basis. It is difficult to see in the 
present plans any indication of the ‘‘ partnership ’’ which 
the Minister of Health referred to in the House of 
Commons in October, 1941. 

It is all to the good that there should be two types of 
both medical and hospital service, one Government- 
provided, and the other free from bureaucratic control. 
Unless means are found to perpetuate these freedoms, a 
brake will have been applied which will reduce medical 
progress to one speed—dead slow. It is through the free 
association of doctors with voluntary hospitals that most 
of the major discoveries of medical science have been 
made and translated into practice. ‘It is also common 
knowledge that public control is so tied Gp with rules and 
regulations that it does not provide the freedom, or 
elasticity of administration, which is essential for the 
development of new ideas. 

I regard it as of the utmost importance that strong 
voluntary hospitals, in which professional freedom has 
flourished for se many vears, should be retained. Such 
institutions should be the centres of clinical research and 
set standards of treatment in the communities they serve. 
They must be completely independent and must safe- 
guard the independence of the medical profession. If 
future legislation fails in this respect. there is a grave 
danger that the standard of medical service in this 
country will fall rather than rise. 


x. By A Ditrecror OF MUNICIPAL PATHOLOGICAL 
SERVICES 

OF the many questions raised in the white-paper. 
hospital regionalisation has the most important reper- 
cussions on the present municipal system. The case 
for it is overwhelming and has been fully accepted in the 
paper. The size of the areas will vary greatly, but each 
will have 

(a) **A population and financial resources sufficient for 
an adequate service on an efficient and economical basis.” 

(b) Conditions where “town and country requirements 
can be regarded as blended parts of a single problem.” 

(c) ** Most of the varied hospital and specialist services 
within its boundaries.” 
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Few of the areas of present local authorities have 
these features—probably only the London County 
Council and one or two others—and the Government 
have had to make a difficult choice in deciding how to 
create the new areas, the result inevitably being .a 
compromise. It would of course have been possible for 
them to set up a National Health Corporation, on the 
general lines of other public corporations, and to have 
regional offices of the corporation to organise and run 
the regional hospital services ; but they have rejected 
this proposal and have fallen back on the present local 
government structure, partly because it is democratic 
and partly because it is already functioning and in many 
places has done its work well. 

In doing so they realise that there are many pitfalls 
and difficulties, and in Appendix C they set out the 
possible alternatives. These were: (1) to establish a 
directly elected body for the sole purpose of administer- 
ing these parts of the health service ; (2) to establish a 
directly elected body to administer a group of services 
including these parts of the health service or; (3) to 
secure joint action by the councils of the existing counties 
and county boroughs which make up the proposed area 
of administration. On balance and because the re- 
organisation of the health services, cannot await the 
complete overhaul of the local-government structure 
they propose to adopt course 3 and set up joint boards 
of existing counties and county boroughs to act as a 
joint authority in each area. On the outcome of this 
experiment the hospital system depends. 


THE JOINT AUTHORITY 


Speaking generally, joint boards have not hitherto 
been a conspicuous success ; they have been described 
as democracy at two removes, and it is quite common for 
them to get into conflict with the participating councils, 
especially on finance. The new joint authorities however 
have certain features which make it probable that they 
can be made to work satisfactorily. In the first place 
they will be statutory bodies: where such bodies are 
permissive, history shows that they either exist only on 
paper or fail to carry out their work. Secondly, all area 
plans must be gubmitted to the Minister for approval 
and will not have validity until approved. Thirdly, the 
joint authorities will be guided by their health services 
councils, and these and any local organisations (e.g., 
voluntary hospitals) can make direct representations to 
him. This last is an important safeguard. It is very 
probable that there will be an outcry from the small 
local authorities, who generally dislike joint boards 
because they run the risk of being outvoted by larger 
units and gradually losing their identity. If the principle 
of regionalisation is accepted this change is inevitable. 

The joint authorities will prepare a plan for the whole 
health services of the area and will be responsible for the 
actual administration of the hospitals they take over. 
The voluntary hospitals which participate will retain their 
identity and method of administration, so long as they 
maintain the required services and conform to the general 
plan, subject only to certain broad rules concerning 
standards of payment for staff, the right of inspection 
by persons chosen centrally, and agreement that short 
lists of candidates for senior hospital posts should be 
prepared by an independent advisory panel. Taking 
the long view it seems probable that an increasing number 
of voluntary hospitals will join the scheme and _ ulti- 
mately—owing to the contraction of their sources of 
income—be merged into a unified service. The speed of 
this change cannot yet be estimated and may wisely 
be slow. 

INNOVATIONS IN MUNICIPAL HOSPITALS 

I am concerned here, however, mainly with the 
effects of the proposals on the nvunicipal hospitals. 

These effects may be divided into those inherent in the 
plan and those which ought to emerge from any proper 
scheme of hospital regionalisation. In the first place 
the individual local authority will cease to have any 
responsibility for hospital provision and management, 
and the medical officer of health will no longer be the 
administrative head of the hospital service. Internal 
affairs of individual hospitals will probably be dealt with 
by house-committees composed of members of the joint 
authority. The white-paper does not make it clear 
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THE LANCET] THE WHITE 
whether the medical officer of health will have any share 
in this work apart from a possible seat on the local health 
services council, since he is mentioned in one paragraph 
only in a very general way. Secondly, the hospital needs 
of the area will be surveyed, and part of this work has 
already been done. Hospitals will therefore have allo- 
cated to them the services which they are best able to 
perform, and adequate staff—now so badly lacking in 
most municipal hospitals—will be supplied. 

It is an essential part of the plan chat consultant staff 
will be available on a full scale and will be associated 
with each hospital much more closely than in the past. 
when such staff have been employed ‘‘ very part-time ”’ 
and have inevitably regarded municipal hospital appoint- 
ments as subsidiary to their main work at the voluntary 
hospitals, to which their private practice is linked. The 
white-paper suggests that it may be desirable for con- 
sultants to visit more than one major hospital in order to 
become an effective link between hospitals. This may 
work out quite well when both hospitals are in the scheme 
and one cannot be regarded as a subsidiary interest. 
The appointments can be part-time or full-time (the 
white-paper suggests both types) and the incentive of 
private practice could be maintained ; but such practice 
must not be allowed to interfere with hospital duties 
for which they would be under contract. 
of these proposals will be a much larger number of con- 
sultants. but the average salary will be less than is 
commonly earned in consultant practice now. The need 
for some consultants to live away from the medical 
teaching centres is mentioned. - This was strongly urged 
at a recent meeting of medical officers of health, who 
felt that if a consultant came to live in their area and got 
to know more about local conditions he would have far 
more influence on the whole medical service than if he 
were a mere visitor from a nearby city. Details of the 
salaries and conditions of service will be discussed 
between the Minister and the profession, and it is to be 
hoped that the result will be such that first-class men 
will be attracted. 

Administrative responsibility for each institution 
transferred to the joint authority will presumably remain 
in the hands of a medical superintendent, but in view of 
the opinions expressed in many quarters, provision will 
probably be made for a medical committee of the senior 
staff of the hospital, and where there is disagreement 
this committee may have direct access to the local health 
services council or to the joint authority. These would 
be innovations in the present municipal system. 

OTHER CHANGES 

What are the other changes in the municipal hospitals 
which one might reasonably expect if the plan is 
successful ? 

1. All the units will be brought up to a reasonable stand- 
ard, and this standard should be high. There should be no 
question of these joint-authority hospitals being of inferior 
status to the best voluntary hospitals. Financial arrange- 
ments will be such that it can no longer be said that the 
richest counties have the best hospitals, while those in places 
where the need is greatest lack the financial resources to 
maintain a proper standard in their health services. 

2. Each hospital should have its fair share of acute and 
interesting work ; for in this way alone can a good standard 
be maintained in the medical and nursing staffs. In some 
cases it would be a good plan to arrange for municipal hospitals 
to have one or more of the special centres serving the whole 
area in order to provide a stimulus. Nothing is more dis- 
couraging than to work in a hospital receiving cases rejected 
from other institutions. 

3. An extensive building programme will be necessary. 
In many places the present municipal hospital buildings are 
entirely out of date, and the fact that they are so often linked 
to poor-law institutions makes them forbidding places for the 
treatment of the sick. Under the new scheme the separation 
of such institutions from hospitals should be complete. 

4. Outpatient departments for cases specially referred 
either from general practitioners or from health centres will 
probably be the rule in joint-authority hospitals. At present 
they are the exception. Practitioners will also have the use 
of ancillary services such as clinical pathology, radiography, 
physiotherapy. 

5. In areas where there is a medical school the full facilities 
of the joint-authority hospitals could be used for under- 
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graduate and postgraduate training. The resources of the 
municipal hospitals have hitherto received little attention in 
this respect. 

6. The clinical material in these hospitals gives a field for 
medical research of a special type which has not yet been 
organised. The LCC has given a lead. 

7. By proper use of resources an attack could be made on 
hospital waiting-lists which at present are a grave reflection 
on our health services. A central bed bureau in each area 
might be a good means of dealing with this problem. 


THE ADVISORY COUNCILS 

Much will depend on the care with which the areas are 
drawn and surveyed and much on the detailed administra- 
tive machinery to be employed. The constitution and 
membership of the local health services councils which 
are to supply the professional and expert advice to the 
joint authorities are matters reserved for detailed con- 
sideration later. Presumably they will represent all 
branches of medicine and surgery, nursing, the local 
university. and hospital administrators, and will largely 
work by subcommittees, one of which will constitute an 
advisory panel to consider applications for senior posts. 
It has been decided ‘‘ on balance ’’ (to use the Govern- 
ment’s words) not to include professional and expert 
members of the local health services councils as members 
of the joint authority, but to have the councils as advisory 
bodies only. Given that the machinery must be demo- 
cratic and that an ad-hoc body is not desirable—which 
is debatable—I see no reason why expert members 
should not be coépted onto the joint authority, with or 
without voting powers. Coéption is compulsory in the 
case of education committee and is often used for mater- 
nity and child-welfare committees, and although the idea 
does not often commend itself to the average member 
of a local-authority council this is no reason for keeping 
off these bodies the people who have expert knowledge. 
At the very least there need be no objection to a medical 
expert being present, without voting powers, to explain 
and advise. as medical officers of health do at local 
authority health committees. These councils will have 
to supply much of the motive force of the scheme. 

The work at present undertaken by the MOH in 
hospital administration will presumably be done by 
special medical officers attached to the joint authority, 
responsible for the general runming of the service in much 
the same way as hospital officers of the Ministry of Health 
now perform these functions for Emergency Hospitals. 
On their experience, drive and tact much will depend, 
and they should be carefully chosen and not merely 
fitted in from redundant Ministry staff. 


UNSOLVED PROBLEMS 

The scheme as a whole is an ingenious compromise 
between many interests and therefore raises some 
problems. The first unknown quantity is the extent to 
which the voluntary hospitals will participate. Clearly. 
without their participation progress will be slow and 
uneven, and if they do not consider their reasonable 
interests to be safeguarded, agreement will have to be 
reached with them. Personally, in view of all the cir- 
cumstances, I see no particular difficulties in their way. 
since the alternative might well be full nationalisation 
in order to implement a comprehensive service which is 
clearly demanded by the mass of the people. There is 
however no doubt that many voluntary hospitals dislike 
local-authority rule, joint or otherwise, and this is one 
reason why a public corporation would have found much 
favour. 

Another difficulty arises with regard to the clinic 
services, which according te the white-paper proposals 
are to continue under the administration of the separate 
local authorities, while the hospitals are placed under the 
new joint authorities. Naturally if the whole of the health 
services were run by one body—either the Ministry of 
Health or a public corporation—this difficulty would 
not arise; nor would it be present if the new joint 
authorities took over the clinics. The Government have 
rejected the first two possible solutions and have sug- 
gested that only in exceptional cases should such clinic 
and other services be taken over by the joint authority. 
They propose however that the joint authority in 
drawing up its plans for the area must satisfy itself that 
provision for these services is adequate and that the 
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necessary links with the hospital and consultant services 
are present. 

Here it seems are many loose ends to tie up. It would 
have made a much tidier job if the whole of these services 
were transferred to the joint authorities. The Govern- 
ment may feel that the new authorities will be fully 
occupied for some time to come with the responsibility 
for the hospital system, and that additional burdens 
would delay the most urgent reforms: or it may be a 
device to sweeten the pill for smaller local authorities 
who are gradually having more and more services taken 
from them. It is certainly anomalous that the antenatal 
clinics, for instance, should be under a different authority 
from the maternity department of the hospital which 
treats the patient at a later stage, when most people 
would prefer the whole system to be based on the hospital 
and run by a common staff. Similarly it would seem 
that the pathological services of the hospitals will be 
divorced from the small pathological units in the health 
eentres. This can only be regarded as an _ interim 
arrangement and experience will lead to further integra- 
tion. 

Another problem not mentioned in the’ white-paper 
- is that of the sick and aged. This already presents great 
difficulty to municipal hospitals, and with an aging 
population the difficulty will increase. The usefulness 
of the municipal hospitals would be much increased if 
these cases could be catered for separately under special 
arrangements instead of blocking beds in general hos- 
pitals which could be used to greater advantage. It has 
just been announced that the Nuffield Foundation is 
instituting an investigation into this question. 

CONCLUSION 

Administratively the plan is a compromise rendered 
necessary by the urgency of the problem, subject to 
amendment and improvement later. With the safe- 
guards proposed it should be workable and should lead 
to a great increase in the usefulness, scope and standard 
of the municipal hospitals, enabling them to take their 
Place as equal partners with the voluntary hospitals and 
leading ultimately to a unified hospital service. What 
is required above all is a determination that we will 
give of our best to make this new service a success in 
the interest of the patient—our first and last concern. 


Special Articles 


MEDICINE AND THE LAW 
Divorce Law versus Mental Treatment 

RECENTLY in Safford v. Safford the Divoree Court, in 
refusing a decree to the wife of an incurably insane 
husband, made a decision which was apparently re- 
gretted by the Board of Control, by the counsel on both 
sides and even by the President of the court himself. 
In effect it tends to discourage recourse to the beneficial 
provisions of section 55 of the Lunacy Act of 1890 which 
allows the visitors of a mental hospital to sanction (on the 
written advice of the medical officer) the occasional 
absence of the patient on trial or for health. The Board 
of Control made known to the court its view that such 
absence is of great benefit in favourable circumstances 
and in any case alleviates the tedium of treatment, The 
effect of the Safford decision is that recourse to section 
55 prejudices the prospects of divorce. Thus there are 
influences which hinder its application. The difficulty is 
due to the language used in the Matrimonial Causes Act 
of 1937, associated with the reforming zeal of Mr. A. P. 
Herbert. A year later a similar statute was enacted for 
Scotland. If Mrs. Safford had been a Scotswoman 
petitioning in a Scottish court, she would undoubtedly 
have obtained the decree which the English court feels 
obliged to deny her. 

The Herbert Act allowed divorce on the ground that 
the respondent spouse is * incurably of unsound ‘mind 
and has been continuously under care and treatment 
for a period of at least five years immediately preceding 
the presentation of the petition.’’ The act goes on to say 
that a person of unsound mind is deemed to be under 
care and treatment if retained under an order under the 
Lunacy and Mental Treatment Acts or while receiving 
voluntary treatment under the 1930 Act immediately 
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following a period of such detention. Mrs. Safford 
established the incurable insanity of her husband and 
proved the other necessary element in her case—namely, 
that he had been continuously the subject of a reception 
order from Dec. 7, 1937, to January, 1943, when she 
presented her petition. But Mr. Safford had been 
allowed to be absent under section 55 during two periods 
of 15 and 44 days each in the summer of 1942. They 
made no difference to his recovery, but presumably they 
were a correct step in the mitigation of the routine of 
hospital life and they might, in a favourable case, have 
improved his mental health. They were fatal to Mrs. 
Satiord’s chance of a divorce. As the President had held 
in the Shipman case at the end of 1938, where the wife 
had been allowed to be absent on trial (under section 55) 
for 346 days out of the five-year period, the absence was 
an interruption of that period even though the reception 
order was continuously operative throughout the whole 
five years. 

In the Scottish act the draftsman was alert enough to 
profit by English experience and to deal specifically with 
this particular difficulty. He provided that in Scotland 
a person should be deemed to be under care and treat- 
ment ag an insane person so long as any order for his 
detention under the Scottish Lunacy Acts was in force. 
Thus, if petitioning in a Scottish court, Mrs. Safford need 
only have shown the continuous operation of the recep- 
tion order for the previous five years and could not have 
been defeated by the fact that her husband was allowed 
to be absent (during those years) for any period on trial. 
The Scottish act happens to contain another improve- 
ment on the English law. A Scottish petitioner can 
succeed if the respondent spouse has been detained 
under care and treatment in England. The Herbert 
Act gives an English husband or wife no such chance 
if the other party to the marriage is under care and 
treatment in Scotland. A billto remedy this discrepancy 
was understood to be under preparation a few years ago, 
but it remains in its pigeon-hole. 

Neither in morals nor in logic need there be any dis- 
tinction between England and Scotland over such 
matters, even if the codes of the two countries vary in 
their detailed provisions for lunacy or for divorce. Here 
are two definite oversights in the Herbert Act. England 
to this extent has a bad law where Scotland has a good 
one. Under no circumstances, surely, can the correction 
of these two mistakes be called a controversial matter, 
nor can it be accused of interfering with the war effort. 
If the attention of Parliament be directed to the need 
of amendment—even though the initiative cannot under 
present conditions be taken by a private member’s bill— 
the legislature will forfeit some of our respect by failure 
to right what at present is a potential wrong. 


** Medical Malpractice” 

Dr. Louis J. Regan a member of the California bar, 
summarises usefully (Kimpton. Pp. 256. 25s.) the lessons 
of several hundred decisions of the different state courts 
of the United States on the relationship of physician and 
patient. He deals briefly with American cases on the 
invasion of the right of privacy. Prof. P. H. Winfield 
has shown how inadequate is the remedy in England. 
In the United States, says Dr. Regan, there is a growing 
tendency to recognise the right of privacy as forensically 
enforceable. The right to be “ left alone ’’—to live 
protected from unwarranted publicity—is, he observes, 
much broader than the right to damages for defamation, 
since truth is a defence to an action for libel or slander. 
Here are some of the decisions which he cites. 

A plaintiff alleged in a Los Angeles court that a motion 
picture was taken of a surgical operation without his know- 
ledge or consent. There were other allegations. The jury 
failed to agree. 

In a Georgia case a hospital was said to have permitted 
the photographing of a deformed child, and to have given 
the facts of the case to a newspaper which published 
a photograph and commentary without the leave or know- 
ledge of the parents. This was held to be a breach of the 
parents’ right of privacy through a breach of the confidence 
and trust reposed in the hospital. 

A New York court hasdeclared that decent and respectful 
treatment is implied in the contract for professional services 
because of the confidential relationship of the parties, 
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especially in view of the usually necessary exposure of the 

patient’s person. 

In Michigan, when a practitioner had taken an unmarried 
non-professional man into the room where a woman was 
being delivered of a child, the judge held that she was en- 
titled to damages for the shame and mortification thereby 
suffered. On the other hand in California, when a patient 
complained that she had been examined by persons whom 
she described as medical students in circumstances of levity 
and discourtesy, judgment was given against her; but her 
claim had been in respect of physical injuries, not for shame 
and mortification. 

Dr. Regan includes a chapter on ‘‘ malpractice vulner- 
ability ” containing a “ self-test’ of 31 questions. The 
diffident practitioner can mark himself and so assess his 
own risk. 

The American medical man is warned of the danger 
of failing to use the resources of radiography. He is 
advised not to tell his patients that he is insured against 
the accidents of practice, not to promise recovery too 
optimistically, not to turn over his debts to a debt 
collector too soon, and not to fail to keep adequate 
records. He is warned that statistics show claims for 
damages for professional negligence to be instituted nine 
times out of ten by a new patient; “ it is rare indeed 
that an old patient instigates suit against his physician.”’ 
And lastly he is advised that the profession must educate 
itself into abstaining from the unethical criticism of 
another man’s work. When one has had the benefit of 
the previous doctor’s experience, it is so easy to find error 
in the treatment administered. Criticism, says Dr. 
Regan, is unfair and unethical unless the critic has all the 
facts of the case, the statement of the other practitioner 
as well as the story of the patient. Authorities, he adds, 
have estimated that 50-80% of all allegations of pro- 
fessional negligence would be eliminated if the unwise 
comments of one doctor upon another’s treatment of a 
patient could somehow be avoided. 


EGYPT’S PLAGUES 


A souNnD health programme has long been needed 
in the Nile Valley. Among the hindrances to health 
measures and sanitary reforms have been the poverty 
of the fellaheen, the absence of keen and farsighted 
voluntary organisations, and the indolence which breeds* 
in that ample and unchanging sunshine. In a lecture 
on postwar planning—one of a series arranged by the 
Anglo-Egyptian Union and the British Council—Dr. 
A. W. Wakil Bey, the Egyptian minister of health, has 
outlined a comprehensive scheme for the coming years, 
which, if implemented, will change the whole picture of 
Egyptian public -health. With a birth-rate of 42 per 
1000 Egypt has a death-rate of 26 per 1000, more than 
double that of England; and more than half of this toll 
is in infant life. Rapid growth of population has meant 
increasing poverty, overcrowding and a greater load on 
primitive methods of sanitation. At the census in 1937 
the population amounted to nearly 16 million, and three- 
quarters of these live in the villages. Not more than 
700,000 work in factories, but these have welfare super- 
vision which the agricultural workers lack. Only 
modest taxes can be collected from the villagers—sums 
too little to cover the expense of installing sanitation. 
Public water-supplies have been provided only in the 


cities and are thus available ‘to only about a quarter of ° 


the pqpulation. Though the death-rate has fallen in the 
large cities, there has been no improvement in rural 
areas, and indeed until 1940 the rate was rising. Educa- 
tion, too, has lagged, literates numbering only 19% for 
the country as a whole. 

The principal diseases endemic in Egypt are: tra- 
choma, affecting 90% of the people; bilharziasis affecting 
55% (75% in rural communities); ancylostomiasis 
(30°, ); malaria (15%): venereal diseases (12%); pella- 
gra (7%); tuberculgsis (2%): and leprosy 
With this picture be fore him Wakil Bey suggests that 
the health needs of his country should be tackled in 
the following order: first, rural sanitation and water- 
supplies ; then bilharziasis and ancylostomiasis, infant 
and child mortality, tuberculosis, venereal disease and 
leprosy, provision of more hospitals, and urban sanita- 
tion. He would deal with them on a 5- or 10-year plan, 
using part of the financial reserve of the country to pay 
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for the scheme. Under the Rural Health Reform Law 
of 1942 the responsibility for carrying out local pro- 
grammes is laid on the provincial councils, which corre- 
spond to our county councils. These are to receive 
subsidies over and above the 20% of their own revenue 
that they set aside for medical services. 

Good underground water could be supplied to some 
3000 villages by sinking artesian wells, others would 
have to be supplied from water-works on the Nile 
large canals. Village sanitation will have to begin with 
the draining of pools and marshes, removal of middens 
and provision of proper dumping grounds for waste. 
Public baths can suitably be installed in the mosques 
for men; but for women and children separate baths 
must be built. Some of these would be attached, with 
a communal laundry, to maternity and child-welfare 
centres set up to serve groups of 3-4 villages, with a 
combined population of about 15,000. A free medical 
clinic would serve the same area. It is estimated that 
817 rural health centres of the kind could be set up in 
20 years ; there are already 74 in existence and 42 new 
ones being built. 

» For the treatment of ancylostomiasis, bilharziasis and 

other parasitic diseases the Egyptian ministry of health 
has 80 hospitals, some of them mobile; but they are 
single-doctor units and have not been able to undertake 
eradication of these diseases. An intensive postwar 
campaign to destroy snails, village by village, and to 
treat thoroughly all infected villagers has been agreed 
on, and should be completed in 6 years. For the treat- 
ment of tuberculosis, leprosy and venereal disease there 
are plans for the building of more hospitals and treat- 
ment centres. 

Shortage of doctors is likely to hinder the progress of 
all these schemes, and Wakil Bey thought it necessary 
to have medical schools capable of turning out four times 
as many medical graduates as at present qualify in 
Egypt. There is need also for the growth of a more 
mature and responsible spirit among Egyptians as a 
whole. Dr. Cecil Alport a few months ago resigned his 
directorship of the medical unit at Fuad el Awal Hospital 
because he considers the Cairo hospitals to be misman- 
aged and the male nursing staff untrustworthy and 
harsh to patients. Religious scruple prevents women 
of good type from taking up nursing since many of the 
tasks a nurse is required to undertake—the handling of 
bedpans or linen soiled by excreta, for example—are 
stigmatised as unclean. The doctors lack training in 
public health and preventive medicine, and at present 
the great disparity in wealth between the ruling classes 
and the peasants is not counterbalanced by any wide- 
spread altruistic impulses among the rich. Strict stand- 
ards are difficult to maintain in a country where the 
easygoing phrase ‘*‘ It doesn’t matter ”’ can be expressed 
in one word—and that the commonest on every lip. 

At the moment we have a personal as well as a friendly 
interest in Egypt’s health plans, for they bear upon the 
well-being of allied troops stationed there. Just now 
malaria presents a special menace. Until recent years 
there was scarcely any malaria in Egypt, but within the 
past two years malignant tertian has invaded the Nile 
valley in Upper Egypt and it may spread northwards 
during the summer to Cairo and the Delta. Possiblv the 
vector, Anopheles gambicr, will not be able to survive 
in the pools and marshes of Lower Egypt, but if it does 
the disease will be¢ome endemic. The death-roll in 
Upper Egypt is said to be already very heavy, the official 
figure for 1943 being 11,000, and the cases are estimated 
at 142,000 in the past two years. The British Army 
medical authorities have offered to send a malaria field- 
laboratory detachment and two antimalarial control units 
into Upper Egypt to attack the disease and its vector. 


or 


CLASSIFICATION OF EMS Partrents.—lIf a British subject 
living in Gibraltar is evacuated to England and needs hospital 
treatment, who is responsible for the cost of his treatment ? 
This is the kind of poser that arises at EMS hospitals (the 
answer is that he is regarded as a guest of the Govermment, 
who will pay all expense), and both local authority and volun- 
tary hospitals will find the answers in a booklet prepared by 
Mr. L. A. Rothwell, county accountant of Middlesex, and 
Accountants Society, County Hall, 


published by the County 
price 2s, 


Chichester, 6d. 
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New 


A Running Commentary by Peripatetic Correspondents 


THE body builds up a defence against noxious substances 
by starting with infinitesimal amounts and working up. 
Lying in my London bed the other night, trying to 
persuade myself that, blitz or no blitz, | was going to 
enjoy my nine days’ leave to the full, | began to apply 
this concept to analogous mechanisms at work in our 
minds-—good morale and bad, calm and panic, bravery 
and cowardice are dependent on psycho-inoculation to 
mental traumata. 

Before Munich most of us disbelieved that the bomb 
bacillus would spread to our shores. Then came a 
realisation that, after all, we were to be exposed to its 
ravages, and that we must prepare ourselves to with- 
stand them. So by radio, newspaper and talk we began 
our first inoculations, detoxicated, of course, but highly 
successful with most of us. The course went on, during 
succeeding months, more irregularly spaced than was 
desirable, what with scare periods such as September, 
1939, doldrums as in early 1940, and a rush when we 
saw Holland, Belgium and France prostrate. Morale, 
at this stage, was based on a high degree of protection. 
Later in 1940, the Geriuans began the second course of 
treatment with their nuisance raids—good therapeutics, 
I think, to follow with attenuated strains of live organ- 
isms. Professionally speaking, the Germans started the 
third course too abruptly ; the doses were too big and 
badly graduated. The nightly. inoculations of the 
blitz in August-September, 1940, found some patients 
in a negative phase, so that cases of anaphylactic shock 
(Goldstein’s catastrophic reaction, if you like) were fairly 
common, Still, most of us managed to take these 
highly concentrated inoculations of live organisms with 
little in the way of constitutional reaction. It is now 
world history that those who were actually attacked by 
the disease in one or more of its clinical forms of blast, 
fire, direct hit and burial during those epidemic months, 
responded admirably to the desensitisation they had 
received ; their morale remained high, and psychiatric 
casualties were surprisingly few. 

For three years now we have been almost free from 
the bomb germ, and Jerry has given us no prophylaxis 
for our morale. Ought we not to have known that, like 
many bacterial infections, immunity here is short- 
lived ? So what was to be expected but that the recent 
sharp recrudescence caught a higher proportion of 
victims, rendered susceptible and sensitive by too long 
an interval since immunisation. But judging by our 
household immunity is rising again with a bang. 

* 

I must confess that there are times when I am slightly 
uneasy in the presence of our co-belligerents, the Italians. 
Even at this stage of the war I find myself looking ask- 
ance at the suave Neapolitan who presides so efficiently 
at the mess bar, but he pales into insignificance beside 
the barber. The rattle of his scissors and razor is 
reminiscent of the distant rumble of the tumbrils. This, 
| reflect, is surely the supreme gesture of confidence. 
Nevertheless I scrutinise my man carefully for the 
stigmata of fascism. He strops his razor. I ask myself, 
is this one of Mussolini’s select band of fanatics pledged 
to slit the throats of not less than three field officers of 
the invading army ¥ Now he combs my hair almost 
caressingly, and I begin to wonder whether I should 
have dismissed my batman when he brought this silent 
foreigner to my room. ‘Today the same ideas had 
flitted through my mind as I sat in that slightly vacuous 
state of mind which supervenes in the barber's chair, 
The Italian, elegantly dressed in a blue lounge suit, 
flitted about the room like a butterfly. The ritual was 
nearing its conclusion, and my mind was turning to the 
question of whether I had the odd 20 lire in change. 
Suddenly the awful thing happened: the wretched 
fellow was brandishing his cruelly pointed scissors right 
in my face. 1 drew a deep breath to call for help. Too 
late, the scissors had found their mark. He had clipped 
off the hairs that have for many years protruded from 
my anterior nares ; it was the grand finale. and there he 
stood before me in a shaft of sunlight in a pose that 
would have graced a virtuoso. 
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Research workers are gradually ond comathel un- 
willingly coming to realise that they must use a statistical 
method in the evaluation of much of their results. This 
is a difficult technical matter but inescapable. A few 
people are still given to the,regrettable and inaccurate 
cliché that one can prove anything by statistics. This 
is no more valid than Thomas Carlyle’s remark that fools 
learn by experience. It is true that inaccurate or mis- 
used statistics can be, and have been, employed to bolster 
up a bad case, and that a statistical analysis can be no 
more accurate than the data on which it is founded. 
But that is quite irrelevant to the immense value of this 
research method. It is indeed the only way in which 
many wide fields of human knowledge can be explored. 
We must have a store of statistical raw material of 
astronomic size in the various records accumulated by 
the National Health Insurance administration. I under- 
stand that a Statistical Branch did exist which took out 
figures for various official purposes, but I cannot recollect 
having seen any published studies of an academic or 


instructive kind. Surely there are many nuggets in this . 


mine which would be well worth taking out, and which 
would add to our knowledge as nothing else could in 
such varied fields as epidemiology, climate and disease 
incidence, trends of prescribing and many more—much 
as the studies of the Milbank Memorial Fund have done 
in America. It might be thought that this is hardly the 
time to talk of statistical research, which seems to have 
a dry flavour to those whe have no taste for its intricate 
delights, but the white-paper waves before us as the 
banner in the van of anadvance. One can but hope that 
some attention will be paid to the statistical information 
which it will make available, and some provision made 
for working it out and putting it into instructive form. 


* * 

In this ninth year of sulphonamide therapy these drugs 
are still being prescribed in a manner which can only be 
described as whimsical. ‘‘ Nothing else seemed to do 
much good, so I thought a tablet or two of sulpha- 
pyridine wouldn’t do any harm ”’ is the usual attitude. 
Such vagueness can perhaps be understood, if not 
condoned, among overworked GPs and Service MOs 
engrossed with privy soil and the sarcoptes scabiei, but 
I was astonished to find it in a recently published vade- 
mecum of medicine. There I am advised to treat acute 
tonsillitis with two half-gramme tablets of sulphanilamide 
t.i.d.; acute glossitis with one to three tablets t.i.d. 
(subtle distinction); and, by way. of a change, acute 
pharyngitis with two to three such tablets t.i.d. (subtlety, 
of subtleties). Whatever the effect on the patient this 
should give me some interesting material for a paper on 
sulphonamide-fastness. The recommendation for actino- 
mycosis of the lungs is one gramme of sulphapyridine 
t.i.d. for 6 days, followed by another course in 10 days. 
If this is not successful recourse should be had to pot. iod. 
(I must tell my dispenser to have the pot. iod. ready). 
We get a little bolder when de: aling with malignant endo- 
carditis and give four to six grammes daily for 7-10 days. 

Cannot our teachers tell us that fiddling with sulphon- 
amides without planned dosage and careful adminis- 
tration is futile and dangerous? Will not some 
philanthropist pay for the compilation and free distribu- 
tion to every practitioner of Sulphonamide Therapy 
without Tears for him to prop against his coffee-pot and 
digest with his morning toast ? Meanwhile, there is of 
course the MRC Memo No. 10 at 9d. 

* ‘ 

One of my fever nurses has, [ think, discovered the 
true action of filix mas. When I asked in her final 
examination what the tarry looking fluid in the bottle 
was used for she answered brightly, ‘‘ As an emetic for 
tapeworms.” My fellow examiner was a bit jealous 
that I had collected the only bon mot of the morning, 
but he had to agree that this may be why the wretched 
creature loosens its hold on the intestinal wall. 

* * 

They have apparently started some mild sex education 
at my youngsters’ school. The neighbour’s seven-year- 
old was overheard quizzing mine as follows: ‘‘ Do you 
know why women have nipples?” ‘‘ Of course, to 
give their babies milk.’*’ ‘‘ Then why have men nipples 
too?” This stumped my lad and he unwillingly 
admitted ignorance. ‘‘ I know,” said the other, “ it’s 
to show the doctor where to put his stethoscope.” 
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Letters to the Editor 


PASSIVE MASSEUSE, ACTIVE PATIENT 


Sir,—May I, as one-time chairman .of council of the 
Chartered Society of Massage and Medical Gymnastics. 
thank you for drawing attention to the change in name 
of the scciety to that of Chartered Society of Physio- 
therapy ? But I cannot feel that some of your comments 
should be allowed to stand without a mild word of pro- 
test. There is a tendency to regard activity on the part 
of the patient as something new; yet for 24 years the 
full name of the society included ** medical gymnastics,” 
and members have been trained to encourage patients in 
activity and voluntary effort. It seems, therefore, a 
little unfair to suggest that they have coéperated with 
their patients in the doctrine of “lie back and be 
treated.” 

Mr. Watson-Jones is in favour of giving up ‘* rubbing.” 
I wonder if he ever went out on a cinder track in spikes 
and appreciated the rubber’s efforts subsequently ? If 
healthy muscles can appreciate the treatment, may we 
not be justified in supposing that the same applies to the 
infirm muscle ? He holds that there are no indications 
at all for passive foreing and stretching. I agree, but 
forcing and stretching are as incompatible with passive 
movement as is sodium bicarbonate with hydrochloric 
acid. In passive movement even the patient’s muscles 
must not be allowed to assist or resist the movement. 
How then can forcing or stretching find any place ¥ 
And why blame myositis ossificans on physical treatment 
when, in a child with (say) a fracture through the ole- 
cranon fossa, treated with a cuff and collar, every move- 
ment of the shoulder involves movement of the elbow. 
Such opportunities for movement. vastly in excess of 
those allowed in treatment by mobilisation and massage, 
are responsible for more cases of traumatic myositis 
ossificans than the whole of the massage profession put 
together. Again, there is nothing new in exercises to 
develop the muscles which move a joint: they have 
always held a prominent place in the training of the 
masseuse. 

The ultimate aim of physical treatment is, and always 
has been, restoration of function. To reduce the whole 
of physical treatment to the prescription and supervision 
of active muscular exercises would be a disaster. 

Park Square, N.W.1. JAMES MENNELL. 


MECHANICS OF HEAD INJURIES 

Sir,—I am in complete agreement with Dr. Gurdjian 
and Prof. Lissner in their main contention that many of 
the approximations made in my article (Lancet, Oct. 9. 
1943) are somewhat inaccurate and uncertain. I should 
like therefore to point out again that the stress figures 
in that article make no claim to the sort of accuracy 
attained by engineers in stress figures for engineering 
structures. The figures are merely there to indicate the 
sort of stresses that are caused by rotational acceleration, 
and to help to convince the doubters that, arguing from 
what few facts we do know, rotational acceleration is 
much the most probable cause of lesions remote from the 
site of the blow. 

Some of their points can be briefly answered. The 
question of the attachments between brain and skull is 
difficult. It is clear that. except near a fracture line, 
dura and skull move together as one. In comparison 
with the pia and the rest of the brain, the arachnoid is 
very tough, and moreover is stretched across the sulci. 
Hence, as a first approximation, it seems to me legiti- 
mate to suppose the arachnoid is inextempible. It is easy 
to show that, on this hypothesis. no slip of arachnoid 
relative to skull is possible unless the inside of the skull 
is a surface of revolution (which it clearly is not). Hence 
in a real brain the slip of the arachnoid relative to the 
dura will be small (unless. of course, the forces are 
large enough to tear the arachnoid). Hence, when 
considering the stresses in the brain proper, it is legitimate 
to assume that skull, dura and arachnoid move as one. 


and that the brain is attached to this unit by means of 


the feeble trabeculee which connect the pia to the 
arachnoid. Hence the * adhesions {which were allowed 
to grow between the gelatin * brain’ and the paraffin 
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wax ‘skull ’] had a rough mathematical correspondence 
with the attachments between the pia and the somewhat 
less extensible -‘arachnoid.”’ The tethering trabecule 
will be highly stressed during a blow, and until they or 
the arachnoid tear they will exert large forces on the 
brain. These forces are, as Gurdjian and Lissner rightly 
guess, the main cause of the ‘* contrecoup ”’ lesions shown 
at the sides of the coronal and horizontal sections. 

They say “ It is not clear why tensile strains may not 
be the important factor in the causation of lesions 
instead of shear strains.’’ Since any unilateral tensile 
strain is mathematically equivalent to a dilatation com- 
bined with a pair of shear strains, unilateral tensile 
strains are just as much the cause of lesions as are shear 
strains. 

Laboratory of Physiology, A. H. S. HoLBourn. 

University of Oxford. 


RUBELLA AND CONGENITAL MALFORMATIONS 


Str,—It should not be difficult to establish or disprove 
the relationship reviewed in your annotation of March 4. 
In this area during the last ten years two babies have been 
born with congenital cataract- Both had also congenital 
defects of the heart from — one has since died. 
Inquiry elicits the facts that the mother of one had 
rubella during the third month and that of the other 
during the second month of pregnancy. There can be 
little doubt that the disease was in fact rubella. German 
measles was epidemic at the time and was rather severe, 
giving rise to “ polyarthritis ’’ in some 35% of cases in 
this area (Brit. med. J. 1940, i, 830). During the same 
period there have been born in this area three anen- 
cephalic monsters, one case of severe hydrocephalus, 
and one of mild hydrocephalus with spastic paraplegia. 
None of the mothers of these abnormal infants suffered 
from rubella or any other infectious disease during 
pregnancy. I can find no record of any other pregnant 
woman having rubella during this time, but a colleague 
tells me of a pregnant woman who had a very severe 
attack of morbilli and produced a perfectly normal 
child. 

Beaminster, Dorset. 


ANAPHYLAXIS FROM ANTI-TETANUS SERUM 

Srr,—On Feb. 24 of this year a woman of 23 was 
admitted to hospital with lacerated wounds of the legs 
resulting from enemy action. She was given 3000 units 
of anti-tetanus serum and 10,000 units of anti-gas- 
gangrene, serum intramuscularly immediately. These 
doses were repeated on the 26th, and on March 2 she was 
given 10,000 units of anti-gas-gangrene serum alone. On 
March 15 she developed twitchings of one leg, which by 
the 17th had spread to both legs and left little doubt 
as to their tetanic origin. To determine her sensitivity to 
therapeutic serum, an intradermal injection of min. 1 of 
anti-tetanus serum was given with no untoward results ; 
1 c.cm. of anti-tetanus serum with min. 5 adrenaline was 
then injected intramuscularly, again with no ill effect. 
The intravenous injection of anti-tetanus serum was then 
begun, but after 8 c.cm. had been injected the patient 
complained of pain in her arm followed by a tightness 
in the chest. She died almost immediately despite the 
usual resuscitative measures. 

Such anaphylactic manifestations are fortunately rare 
and virtually confined to the civilian population. The 
Services are protected by toxoid against tetanus, with 
a ‘“ boosting ’’ dose at the time of injury; this has 
undoubtedly decreased the incidence of tetanus and the 
necessity for the therapeutic administration of anti- 
tetanus serum. 

The fallibility of the intradermal sensitivity test is 
pointed out in almost every textbook on bacteriology. 
In most London teaching hospitals it is the practice to 
give prophylactic injections of anti-tetanus serum on the 
eighth and fifteenth days after the initial dose to guard 
against the onset of tetanus after a long incubation period. 
This practice should be more widely known. If this 
precaution has not been taken and the patient develops 
tetanus requiring intraveous serum, there still remains 
the safeguard of injection under ether anzsthesia, which 
not only helps to relax the tetanic spasm but has been 
shown to minimise the risks of anaphylaxis. 

DONALD TEARE. 


R. E. Hore SIMPSON. 


Harley Street, W.1. 
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REHABILITATION OF CARDIAC PATIENTS 

Sir,—Many patients—those with fractures for example 
—derive great heip from efficient rehabilitation. With- 
out it they may be handicapped for long periods ; with 
it most of them may be enabled to undertake full activi- 
ties and to resume their normal work. The success 
achieved in this direction has led to the suggestion that 
similar methods should be used more widely, and the 
council of the Cardiac Society felt the time was opportune 
for expressing their views and bringing forward some 
questions for wider discussion. 

Patients with heart disease are in rather a special 
category as regards rehabilitation. In the first place 
any activity, including walking or other forms of physical 
effort, must automatically increase the work done by the 
heart. If the patient is going to recover completely—e.g., 
after some temporary infection—cardiae recovery will 
often proceed pari passu with recovery from the infection, 
and no more than simple graduated exercises may be 
needed to ensure it ; in fact he may need limiting rather 
than encouraging in his rate of progress. In other cases 
complete recovery may be 4mpossible and it may be most 
important that he should pot return to his previous work 
and activity. 

Further, the correct diagnosis of the condition of the 
heart, and especially of the heart muscle, and the correct 
assessment of the cardiac reserve are of fundamental 
importance, and harm may be done by too much or by 
too little activity at any particular stage. 

In our opinion there is only limited scope for rehabilita- 
tion, as the term is now being employed, for patients 
suffering from organic cardiovascular disease. Physio- 
therapy and graduated exercise are of course useful, but 
must be supervised by a doctor with special knowledge of 
heart disease. The main problem is the decision as to 
how much general activity should be allowed, and this 
depends more on the success of the doctor in charge in 
diagnosis and assessment of the patient’s cardiac reserve 
than on the availability of skilled assistants in physio- 
therapy ov occupational therapy. The need for suitable 
convalescent homes is of course generally accepted. 

There are, however, cases in which the heart is tem- 
porarily under suspicion, which fuller investigation proves 
to be unjustified—e.g., systolic murmurs which the 
inexperienced may hesitate to disregard but the experi- 
enced are able to label as ‘‘ insignificant.”’ In many such 
cases all that is necessary is an authoritative opinion that 
the heart is normal and that the patient is capable of 
leading a full active life, but in others rehabilitation may 
be needed. There is also scope for rehabilitation in the 
case of effort syndrome, which is at least as common in 
civil life as under Service conditions, though here it may 
appear diagnosed as ‘ cardiac anxiety state,” “ trau- 
matic neurasthenia”’ or ‘* postinfluenzal tachycardia.’ 
But we suggest that the rehabilitation of these patients, 
whether by graduated exercises or by simple psycho- 
therapy, should not be carried out at cardiac clinics, once 
it has been decided that there is no organic disease. 

We suggest, therefore, that there should be more well- 
staffed and well-equipped outpatient cardiac clinics at 
general hospitals, preferably under the care of an 
experienced cardioiogist. Here a correct diagnosis could 
be made, and the patient could be advised about suitable 
employment and be kept under observation when engaged 
in such employment. The help of the almoner’s depart- 
ment would often be useful. If necessary the patients 
could receive specialised treatment that experience has 
shown to be more satisfactory in cardiac clinics, such as 
the treatment of auricular fibrillation with digitalis or of 
congestive failure with mercurial diuretics, or the control 
of symptoms of early angina. 

Special difficulties may arise in finding suitable work 
for patients with some, permanent limitation as a result 
of heart disease, and this is a problem that should be 
discussed. Many such persons, especially the younger 
ones with rheumatic heart disease, are precluded from 
those occupations which are most appropriate to their 
condition—e.g., civil service, banking, and insurance. 
Hence they are forced to take less suitable work for which 
no medical examination is necessary and in which their 
health may break down. Alternatively, they are out of 
employment and the nation is losing citizens who might 
give valuable service for a considerable number of vears. 
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We recommend that where a patient is fit for particular 
work his acceptance should not be impossible because he 
has valvular disease which precludes his joining an 
ordinary life assurance scheme ; it should be possible to 
make special arrangements for accepting such patients in 
some branches of the civil service, banking, or the like. 

Another difficulty is with the older patient who is 
beginning to be incapacitated by early signs of failure or 
angina, or by such lesions as hypertension, arterio- 
sclerosis, or myocardial disease which may lead to failure 
if his previous employment is no longer suitable. Such a 
patient would often be better at work, and would like to 
be at work, but cannot find anything because he is not 
fit for the heavy work that he did before. 

We recommend that there should be some industrial 
advisory board or government department through 
which arrangements could be made to ensure that these 
partially disabled patients could obtain suitable work, 
after approropriate special training when necessary. 
Often training would not be necessary and the patients’ 
previous employers might be able to carry out the medi- 
cal recommendations, especially if they were safeguarded 
against claims against them under the Employers 
Liability Act, in the event of a breakdown of an employee 
known to be suffering from heart disease. 

The special care of rheumatic children is being dealt 
with elsewhere in a separate memorandum. 

MAURICE CASSIDY. 
Chairman. 
MAURICE CAMPBELL, 
Secretary. 


Cardiac Society of Great Britain 
and Lreland. 


ASPHYXIA IN THE NEWBORN 


Str,—Prof. Leonard Parsons has drawn attention in 
his Charles West lecture (Lancet, Feb. 26, p. 267) to the 
effect of asphyxia on neonatal mortality and probably 
on mental deficiency, so I need no apology for recording 
a further experience of the method I described some while 
ago of treating this complication by the intracardiac 
injection of ‘ Cardiazol-ephedrine ’ (a solution containing 
gr. } of ephedrine hydrochloride and gr. 14 of leptazol 
in each 1 c.cm., made by Messrs. Knoll of London). 
I have previously (Lancet, 1941, i, 487) reported one case 
in which this measure was followed by the immediate 
commencement of vigorous respiration and crying. This 
second case was no less satisfactory. e 


Six days ago I was called to a full-term baby which had 
been born normally about 20 minutes before I arrived. It 
had made a few fruitless efforts at respiration and the heart 
was beating fairly well. I confidently expected that it would 
revive after the intramuscular injection of 0-5 c.cm. of 
cardiazol-ephedrine but nothing happened and all attempts 
at artificial respiration proved unavailing. In 5 minutes 
or so the heart-beat had become slow and feeble so I injected 
0-3 c.cm. into the cardiac cavity—I presume it was the left 
ventricle. I had hardly withdrawn the needle when the babe 
began to cry and breathe lustily, and it continued to do this 
without intermission for several hours afterwards, nor has 
there been any trouble with breathing since. 


Several months ago I had what I thought was a failure 
with this method when a similar procedure with a seven 
months foetus failed to show any response. I was much 
disappointed until I discovered that in the dim light of 
an oil lamp I had inadvertently injected ‘ Coramine ° 
instead of cardiazol-ephedrine. This regrettable mistake 
seems to support the view I suggested- (Lancet, 1941, ii, 
172) that the action of the cardiazol-ephedrine ‘in this 
condition is not that of an ordinary analeptic but borders 
on the induction of a cardiazol convulsion. Sir Joseph 
Barcroft has given grounds for believing that at birth 
the brain is relatively insensitive to stimuli, that the 
main cause of failure to breathe is probably this cerebral 
depression, and that therefore stronger stimuli than 
normal may at times be required. Once respiration has 
been fully established it is maintained by the better 
known mechanisms of adult life. 1t should therefore theo- 
retically be possible to start respiration in asphyxiated 
babies by the administration of a semi-convulsant. 
From my experience cardiazol-ephedrine does this 
admirably, and where it fails to do so by intramuscular 
injection it may well succeed if given into the heart. 
The long period of continuous crying which has marked 
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+ both my cases is probably an expression of this cerebral 


excitation. 

My first case is now a very healthy boy of four years 
with no evidence of having so nearly failed to live. To 
adopt such a simple if heroic measure early seems 
preferable to letting a baby have a long period of semi- 
asphyxia while the establishment of strong breathing is 
in the balance, for, as Professor Parsons suggests, this 
may lead to future mental impairment even if the baby 
does not die from atelectasis or other complaints. It is 
quite possible that there are various factors which may 
cause failure to breathe, quite apart from true birth 
injuries. There certainly seems to be one factor which 
an injection of cardiazol-ephedrine will cure, and the 
widespread adoption of this procedure when needed 
would not only save many lives but would separate 
off clinically one class of asphyxia cases (probably 
Barcroft’s pure depressed cerebral type) and so enable 
us to find out more about the others. Having now twice 
seen the almost unbelievably dramatic change from a 
lifeless foetus into a lusty infant, consequent on the 
intracardiac injection of cardiazol-ephedrine, I am sure 
that no-one can go to a confinement properly equipped 
to deal with asphyxia neonatorum without an ampoule 
of it in his bag. Strychnine or some other convulsant 
might do as well, but cardiazol-ephedrine has proved 
effective, innocuous and convenient. 

Winsford, Cheshire, W. N. LEAK. 

LARYNGOSCOPE BLADES 

Str,—In your issue of Feb. 13, 1943, I described a 
laryngoscope which works on a new principle and stated 
that “‘ the precise shape or curve of the blade does not 
seem to matter much provided the tip does not go beyond 
the epiglottis.”” I find now that users place too much 


emphasis on the curve. For two years I have used blades 

ranging from those with a well-marked curve to the 
perfectly straight (see illustration). Provided the laryngo- 
scope is used properly and the blade is of the right length 
there is so little difference in the performances of the 
various blades that I had some difficulty in deciding 
which was the best for all-round use. I find a curved 
blade easy to introduce and that it accommodates the 
natural curve of a Magill-type endotracheal tube; if 
however a bronchoscope or a straight endotracheal tube 
is to be passed the straight blade will be found somewhat 
easier. Straight blades, or blades of differing curves, can 
be obtained from the makers, Longworth Scientific 
Instrument Co., Oxford. 


Nuffield Dept. of 


Oxford. R. R. MAcINTOSH. 


PSYCHE AND SOMA 
Sir,—It was with considerable pleasure that I read 
Major Torrie’s article on psychosomatic ¢asualties in the 
Middle East. Significantly enough though he described 
himself as a “ specialist in psychological medicine ”’ he 
appreciates the psychosomatic situation more compre- 
hensively than some of the neuropsychiatrists who have 
appeared since the war began. I think the difference in 
appellation covers wider differences in view than is 
generally realised. Take for instance the following 
extracts from the article on reactive anxiety and its 
treatment by a ‘ neuropsychiatric specialist ’’ (Lancet, 
Jan. 1, p. 7). 
‘“* Methodical sedation . . . will in most cases clear up 
physical signs ; appetite must be stimulated. With regard 
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to the remainder, every case must be treated on its merits, 
and the policy pursued makes all the difference in the results 
obtained.” 

* All that is required is the removal of symptoms and the 
careful avoidance of implantation of a belief of permanent 
damage by the therapist.” 
ca . there are a few occasions when an economy of 
truth, not inconsistent with the policy of honesty, is better 
therapy.” 


And so on. Not surprisingly Surgeon Lieutenant 
Garmany finds that some patients develop “‘ a mildly 
paranoid attitude towards the physician ’’ and further 
that ‘‘ the therapist has only to ask a few patients to 
repeat the explanation [i.e. of his fears] again a week 
later to realise what care, thoroughness and reiteration 
are required.to avoid the most extraordinary misinter- 
pretations of his meaning.’ His final opinion that 
* platitudes and generalisations of an elementary kind 
on which there can be no possible difference of opinion 
have their value in placing therapist and patient on the 
same side of the fence ’’ suggests to me that his psycho- 
therapy had little to do with the improvement in his 
cases; they probably responded to the coincident rest 
and sedation—mild acutely traumatic anxieties always do 
respond well to such treatment. 

The growing importance of the psychological side of 
medicine is bringing psychiatry more and more into the 
public eve and making this issue a serious one: for few 
of those psychiatrists brought up in mental hospital 
materialistic tradition have any training in the intritacies 
of modern analytic psychotherapy, and many are in 
danger of accepting that all one needs is a few platitudes 
and what one is pleased to call a little common-sense. 

It looks to me as if neuropsychiatry is attempting to 
force psychological medicine back into the sterility of the 
materialistic strait jacket. In your review of Dr. Cobb’s 
book Borderlands of Psychiutry (Lancet, Jan. 8, p. 54) you 
call it ‘‘ neuropsychiatry at its expository best’ and 
quote his faith that ‘ the brain is the organ of the mind. 
Only professional quibblers doubt this.’’ But the way 
in which he seems to lump together epileptics, psycho- 
neurotics, stammerers and encephalopaths makes me 
suspect that he is one of those who identify psychiatry 
with cerebral psychopathology, and when you say he 
*‘ regards the doctors of the mental hospitals and the body 
of medical and psychological knowledge which they 
represent as the basis of psychiatry ’’ then I feel it is time 
to protest. I cannot for instance agree with Dr. Kirkland 
and Dr. Bleadon (Lancet, Jan. 15, p. 101) that modern 
psychiatry. in its full and comprehensive sense, can so 
easily be integrated into general medicine in the way they 
suggest. ‘‘ The history of the past 50 years *’ has shown 
that the temporary separation of analytic psychiatry. 
and its consequent liberation from the shackles of 
Victorian epiphenomenalism, has been all to the good. 
True the time has now come for a re-integration within 
the fold of general medicine : because general medicine 
and mental hospital psychiatry need the fertilising vigour 
of modern analytic techniques and discoveries. 

In our teaching schools it is rare to find Adequate 
instruction in normal medical psychology, let alone 
psychopathology. As for a study of body-mind pheno- 
mena, the student—and sometimes teacher—does 
not seem to krfow that a problem exists. In spite of the 
overcrowded curriculum a lecture or two on the elemen- 
tary philosophy of the body-mind problem, say as an 
introduction to the course on mental disease (or even after 
graduation), would be a wholesome corrective. It 
would at any rate prevent it being dismissed so glibly 
by those who hardly know of its difficulties. 

We need to revise our teaching of psychiatry. Cerebral 
anatomy and physiology are only one small part of the 
subject and mental hospital experience is but an intro- 
duction to its clinical ramifications. Every experienced 
psychotherapist knows that it is the apparently simple 
short case which needs most skill and experience, just 
as the acute abdomen rather than the chronic case may 
need most skill and judgment on the part of the surgeon. 
For those who intend to specialise some experience of the 
longer analytic cases is essential as a basis for training, 
and would help to prevent misconceptions. 

H. EDELSTON. 


Leeds, 1. 
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THE QUESTIONARY 

Sir,—Professor Greenwood’s letter of last week calls 
for comment. 

Question 19 seeks to ascertain the doctor’s views on 
what income the average specialist and average general 
practitioner should have under a National Health Service. 
Clearly the concept is a difficult one and there are many 
alternative forms in which the question might have been 
phrased. All of them, however, would revolve round the 
same nucleus—what doctors think they should get—i.e., 
what they think would be a fair remuneration for their 
services. This problem would arise in a very practical 
form should a National Health Service be introduced and 
would have to be faced. Why, therefore, does Professor 
Greenwood refuse to regard this question as one to 
which *‘ an intelligent answer can be given in a word or 
figure ? 

Question 28 asks whether medicine, under a National 
Health Service, would be regarded by the doctor as 
an attractive profession for his child. The purpose of 
this question is twofold : to provide a check-up on the 
doctor’s attitude towards the future of medicine under a 
National Health Service, and to enable comparison of 
these views with those of medical students, who are 
being asked their attitude on the same problem. Why 
should it be possible ** honestly (to) answer this question 
at all” only for *‘a colleague with a child of age 
to enter on professional training in or after April, 
1944” ? 

Quéstion 1, Professor Greenwood contends, is designed 
to influence the opinion of the answerer. It is well 
known that the British Medical Association has voted 
against the 100°, proposal, and the first paragraph sets 
out this decision of the Representative: Meeting. The 
second paragraph sets out the proposal of the white- 
paper. The third paragraph asks with which the doctor 
agrees. <A perfectly straightforward choice between the 
two proposals in the field is offered. 

Question 16 (b) suggests various alternative forms of 
health centres. When this question was drawn up we 
were not aware that the analysis by the BMA summarised 
the white-paper’s proposals as ‘* communal consulting and 
waiting room.”’ If a complaint rests it is perhaps against 
the analysis: in a single phrase we could not hope to 
do justice to all the details in the white-paper mentioned 
by Professor Greenwood. 


British Institute of Public Opinion. HENRY DURANT. 


Sir,—On March 18 you commented favourably upon 
the procedure adopted by the British Medical Association 
in issuing to their members and to other doctors a list 
of questions devised by the British Institute of Public 
Opinion. You regard it as a ‘* useful advance in demo- 
cratic method within the profession.”’ We feel that this 
statement needs qualification. If the questions had 
been framed in the simplest possible fashion, directly 
upon the matter of the white-paper, we would whole- 
heartedly support your comment. But several of the 
questions are framed not upon the white-paper but upon 
the ‘ principles ’* adopted by the BMA in September, 
1948. For example, question 5 reads :— 


Principle D: ‘‘ The profession rejects any proposal for the 
control of the future medical service by local authorities as at 
present constituted.” 

** Do you consider that the white-paper observes or infringes 
this Principle ? 

Objections raised to their policy by the medical pro- 
fession cannot be regarded by the Government as 
fundamental, any more than objections raised by any 
particular minority group of the population. It would, 
however, have been very valuable to the Minister to have 
had the comments of the profession on the main points 
of his policy, obtained as replies to questions set by a 
completely impartial body. Unfortunately, the BMA, 


in obtaining the services of the British Institute of 


Public Opinion, casts a cloak of impartiality on what is 
in fact a tendentious document. To many doctors some 
of the questions as put will be unanswerable, since they 
are framed neither upon general principles nor Govern- 
ment policy, but upon the policy of a section of the 
profession only, and moreover a policy which represents 
a considerable retreat from the relatively forward-looking 
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programme established by the Planning Commission set 
up by the BMA itself in 1942. , 
D. G. Leys. 
H. JOULEs. 


*,* This letter has been referred to the British Institute 
of Public Opinion, and Dr. Durant replies as follows : 
** Only two of the questions are framed with reference to 
the Principles adopted by the BMA’s Representative 
Meeting of September, 1943. It is necessary to mention 
this simply because Dr. Leys and Dr. Joules talk of 
‘several.’ Question 6, queting Principle E, on free 
choice of doctor, will not, I think, cause trouble to any- 
one. Everyone agrees to the principle of free choice, 
which is not to say that everyone agrees with all the 
arguments adduced in the name of ‘free choice.’ This 
leaves Question 5, which after quoting Principle D, ‘ The 
profession rejects any proposal for the control of the 
future medical service by local authorities as at present 
constituted,’ asks * Do you consider that the white-paper 
observes or infringes this Principle ?’ The criticism is 
made that this form.of wording presents no opportunity 
to comment on the acceptability of the Principle—i.e., 
to voice an opinion directly on control of a National 
Health Service by local authorities. This criticism is 
considered valid and when the report on the replies to the 
questionary is published care will be taken to draw 
attention to this important point.” 

Various minor questions have been raised by doctors 
filling up the form; and the institute asks us to publish 
the following replies :— 


Q. 1. The last sentence ought to read: ‘ Should or should 
not this basic proposal of the white-paper be accepted ?” 

Q. 4. Answers on the right refer to (a); answers below 
refer to (b). 

Q. 26. All doctors, irrespective of the nature of their 
practice or appointment, may answer this. The replies can 
be sorted out on the basis of the information given under 
Personal Details. 

Q. 27. Where it is difficult to decide the proper category, 
insert the profession or occupation. The institute can classify 
it when handling the forms. 

Under Year of Registration, 1900-1906 should read 1900- 
1909, 


In signing the forms it is open to doctors to add their name 
and address should they so desire. 


Births, Marriages and Deaths 
BIRTHS 


BROOMHEAD.—-On March 24, at Leeds, the wife of Mr. Reginald 
Broomhead, FRCcs—a daughter. 

CARSLAW.—On March 26, at Ballinger, Bucks, the wife of Wing- 
Commander Stewart Carslaw, MB, RAF——a son. 

ESMONDE.—On March 25, at York, the wife of Captain Patrick 
Esmonde, RAMC—a daughter. 

G1Bson.—On March 24, the wife of Dr. J. Gibson, of Northampton— 
@ son. 

KENNEDY.—On March 28, the wife of Dr. F. R. B. H. Kennedy, of 
Wootton Bridge, Isle of Wight—a son. 

LANGMAID.—On March 27, at Sherborne, the wife of Surg. Lieut. 
Charles Langmaid, RNVR—a« son, 

LLoyp,—On March 21, at Towyn, Merioneth, the wife of Dr. J. H. 
Marshall Lloyd—a daughter. 

PaTRICK.—On March 30, at Larkhill, the wife of Captain H. L. 
Patrick, RAMc—a daughter. 

Sucuet.—On March 29, in London, the wife of Dr. Jack Suchet— 
a son. 

VickKERs.--On March 27, at Sheffield, the wife of Surgeon Lieut 
Comunander H, R,. Vickers, RNVR—a son. 


MARRIAGES 
PRICE—ANDERSON.—On March 25, in London, Godfrey Charles 


Price, captain RAMC, of Orpington, Kent, to Iris Patricia 
Anderson, section officer, WAAP, of Durham, 


DEATHS 

CLARKE,-—On March 29, in London, Alexander Annand Grey Clarke, 
MB LOND, DPM, aged 34. 

DUNNE.-—On March 27, at Barnby Dun, Yorks, Arthur Briggs 
Dunne, MB CAMB, DPH, barrister-at-law. 

HAtG-Brown.—On March 28, at Godalming, Clarence Witliam 
Haig-Brown, MD ABERD, formerty medical officer of Charter- 
house School, aged 85. 

HOLGATE.—On March 27, at Camberley, Maurice James Holgate, 
OBE, MB LOND, lieut.-colone], IMS, retd, aged 59. 

Lucas.—On March 28, at Stratford-on-Avon, Albert Lucas, rres, 
aged 78. 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


THE House has been considering the Education Bill in 
committee, and has suffered from a severe attack of 
griping pains and borborygmi which after treatment 
have been abated. The condition of the patient is now re- 
turning tonormal. The short period of incubation was not 
marked by any unusual symptoms. A number of members, 
some Labour and some Conservative, had put down 
amendments demanding equal pay for men and women 
teachers, or more precisely, called for a disregarding of 
the question of sex in fixing rates of pay. Members 
were glad to get out of the purely war atmosphere of so 
much contemporary discussion, and were luxuriating in 
a discussion of the making of the world to be. And doing 
it very well. But equal pay got so many votes that the 
Government was defeated by a majority of one—117 
votes to 116. Mr. Butler, the Minister of Education, got 
very worked up, pushed his papers into his despatch case 
and slammed it shut—a kind of ‘‘ goodbye to all that ” 
gesture which the House watched with some surprise. 
The Leader of the House was summoned from a confer- 
ence and did his best to meet the-situation—after the 
vote—but all he could say was that the Government 
could not undertake to give facilities for a wider dis- 
cussion of the principle of equal pay and so allow a 
withdrawal with the honours of war. But he did accept 
a vote to “ report progress and ask leave to sit again ” 
which is a way of shelving an inconvenient crisis. Mr. 
Greenwood said that the vote did not imply any lack of 
confidence in the President of the Board of Education. 
But Mr. Butler repelled this assurance with a gesture 
and said very shortly that he ‘‘ was not annoyed.” 

The calm and happy atmosphere of discussion of 

constructive proposals for the future was dissipated by 
the first cramp and spasm of the malady. The tempera- 
ture rose. It was indicated plainly, by the Government, 
that something must be done about it and the homceo- 
pathic remedy of members eating their own words was 
suggested. Mr. Quintin Hogg sizzled in his speech 
and said that the Tory Reform group would not be 
blackmailed word withdrawn under protest 
favour of *‘ refuse to submit to pressure of the wrong 
kind.’’ Nothing more could be done with the patient 
that day, and on the following day the Prime Minister, 
who had been called into consultation, demanded an 
operation to delete the offending clause 82, plus a drastic 
purge. Mr. Churchill said it was impossible to distin- 
guish between votes on domestic policy and votes on the 
general policy of the war. Certain general practitioners 
present described this opinion as ‘‘ Nonsense’”’ but 
the consultant’s opinion prevailed, and the unhappy 
Tory Reformers. Labour Party members and others. 
submitted to the operation and voted in a sense 
contrary to the day before. So ended the famous 
battle of equal pay for men and women teachers. The 
causes perhaps were more psychological than political 
and it is fervently hoped, by all concerned, that similar 
attacks will not occur again. They ate considered to be 
enfeebling to the constitution. 


Obituary 


SYDNEY DUKE TURNER 
MD DURH, DPH 


Dr. Duke Turner, who died on March 23, had. until his 
retirement shortly before the war, borne the heaviest 
share in a large general practice at Purley for forty:years. 
The son of Dr. Richard Turner, he was born at Lewes in 
1874, and educated at E psom College and St. Thomas’s 
Hospital, where he qualified in 1897, taking the MB Durh. 
three years later. A man of robust health and abounding 
energy he had many interests, both professional and 
social, apart from his practice. He was surgeon to the 
Purley War Memorial Hospital from its establishment as 
a cottage hospital in 1899 and for many years chairman 
of its committee of management. He was chairman of 
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the local district nursing association and he took a 
practical interest in all matters connected with Epsom 
College and St. Thomas’s. He was keen on outdoor 
sports, a strong tennis player, and enjoyed nothing so 
much on his frée Saturday afternoons as to watch 
international or inter-hospital football, or cricket at the 
Oval. 

In 1901 Dr. Turner married Lilian, daughter of Sir 
James Wainwright, then treasurer of his old hospital, and 
he leaves four daughters and a son, Lieut.-Colonel R. Duke 
Turner, RAMC, 


Wing-Commander RIcHARD STANLEY TOPHAM, who 
died on March 10, at the age of 53, graduated MB in 
the University of Leeds in 1915, and was commissioned 
in the RAMC the following year. He served with the 
Army until October, 1918, when he was appointed to the 
medical branch of the RAF. He took the DMRE i 
1925, and when he was placed on the retired list at 
his own request two years later he settled in practice 
at Chester. He was appointed radiologist to the Royal 
Infirmary and City Hospital there. On the outbreak 
of war he returned to duty with the RAF and early in 
1940 was appointed senior medical officer with charge 
of the hospital at a large RAF station in England. He 
held this appointment till his death. 


Notes and News 


DRIPS AND DROPS 

Nerruer February Fill-dike nor (in this country) Martius 
Pluvius having retrieved the balance of the winter’s drought, 
it is the duty of all of us to see to our taps. One drip per 
second spells six gallons per week, and that is half the weekly 
bath. A dripping tap becomes a running tap at about half a 
gallon per hour, but we are told on authority that many con- 
sumers do not take action unless a tap is running at five gallons 
per hour; at this rate 100,000 taps would waste 12 million 
gallons per day. And let no-one forget the utility bath, with 
its modest 11 gallons against the 25 gallons of the prewar bath. 
If Londoners reduce the capacity of their weekly bath from 
25 to 11 gallons the saving of water would amount to 70 
million gallons per week. 


MOCK TRIAL OF ONE-CHILD PARENTS 

In February the special commission, sponsored by Jewish 
agencies, on the birth-rate in Palestine, held a mock-trial 
of a young couple who only had one child, aged 7 years. 
Over 1500 people, mostly young women, filled the hall. 
The defendants were charged with restricting their family and 
thus endangering the future of their race. The wife pleaded 
that economic considerations made it impossible for them 
to have another child. They were living in one room, and’ had 
an agreement with the landlord to limit their family to one 
child: they were prepared to have another if the court would 
ask the landlord’s permission. They blamed the government 
for not providing houses for the growing population, for 
failing to regulate school fees, or to provide sufficient hospital 
beds or creches. The court found the parties guilty but 
appealed to the authorities for a better demographic policy. 


University of London 


Dr. J. M. Mackintosh, professor of public health in the 
University of Glasgow since 1940, has been appointed to the 
chair of public health at the London School of Hygiene and 
Tropical Medicine vacated by Sir Wilson Jameson in 1940. 

He is 53 years of age and was educated at Glasgow High School 
and Glasgow University, where he graduated in arts in 1911. He 
served in the late war as a sergeant in the RAMC, as an officer in the 
Cameron Highlanders, and (after qualifying in 1916) as a medical 
officer. He entered local-government service in 1920, and was 
MOH for Leicestershire and Northampton before being appointed 
chief medical officer of the Department of Health for Scotland in 
1937. Heisa barrister-at-law, FRCP, FRCPE and FRSE, 


University of Aberdeen 

On March 29 the following degrees were conferred : 

MD A. B. Black. 

MB, Ch B.—G. Mavor (with second-class honours); A. J. H. 
Aitken, Roderic Bain, Marjorie Black, F. N. Forster, J. W. Garden, 
G, Hadden, W. G. Henderson, James — D. F. Livingston, 
J. W. McAlian, J. D. Melville, Elizabeth A, Morrison, K. L. 


Robertson, Elizabeth M. G. Smith, I. M. 8. Stewart, Robert Taylor. 
E. F. R. Todd, T. M. Wilson and BE. A. W itheridge. 
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University of Liverpool 
At recent examinations the following were successful : 
FINAL EXAMINATION FOR MB, CHB 


Part I.—Audrey M. halewett, N. L. Bailey, K. Baker, 8. Beacon, 
D. T. Binns, R. Brearle y Pp. Bretland, Helén A. Cawson, A. D. 


Charnley, M. H. Clark, pt t.., 8. Croft, G. D. Currie, Pauline 
M. Dean, Joan L. i. G. Graham, E. A. Harris, 
Ailsa M. Heath, Nellie Hughes, F. G. Ince, R. W. Kennon, Barbara 
M. Killick, T. 8. Law, Jean Ps aien A. C. Levinson, H. 8. Levy, 


T. BR. Littier, i. “A. O’Garra, A. E. Pritchard, Rachel M. Rawcliffe, 
G. P. Reed, H. Roberts, W. G. Roberts, P. W. Robertson, F. 
Sheffield, H. H. Slack, Helen M. Taylor, L. Temkin, R. G. UG 
Maureen M. Tickle, L. F. Tinckler, J. Ward, Joyce Watson, N. P. 
Watson, W. F. Wille, E. H. Wilson, Esmé M. Wren, Aline N. 
Wynroe. 

Part II.—M. K. Alexander, J. T. D. Allen, E, 
Beryl G. Anscombe, G. Ansell, K. W. Baruch, J 
Boag, Edith M. Brown, D. Craddock, H. T. Davenport, B. Dover, 
Monica Drinkel, E. D. Edmondson, J. L. Edmondson, J. W. L. 
Edwards, R. Ellam, P. Foster, I. J. C. Frew, B. R. Frisby, D. A 
Gregson, L. Griffiths, B. B. Harrison, C. R. Helsby, G. Hughes, 

. Jacobs, D. C. R. Jones, E. S. Jones, H. A. Jones, R. 8. Jones, 
M. Kirwan, W. T. W. Lawson, Joyce R. Lewis, J. B. Lynch, K. 
McCarthy, M. G. McEntegart, R. H. Martlew, Lucillo F. Morgan, 
D. B. Mossman, C. M. Ogilvie, C. A. Pearson, H. H. Pilling, Muriel E. 
St. Pier, W. L. Sanders, J. V. Shepheard, Isabel 8. Smellie, G. W. 
Storey, P. J. Taylor, W. A. Thompson, Corris Venables, H. Wickham 
and J. R. E. Wilson. 


T. Anderton, 
P. D. Bates, T. J. 


University of Glasgow 7 

During April and May the following lectures will be given 
in the department of ophthalmology on Wednesdays at 8 PM : 
the antiquity of ophthalmology, Mr. W. B. Inglis Pollock 
(April 15); ophthalmology and the diabetic patient, Prof. 
A. J. Ballantyne (April 12) ; the diabetic patient and ophihal- 
mology, Dr. Laurance Scott (April 19); prognosis in squint, 
Dr. I. 8S. MeGregor (April 26); ocular therapeutics, Dr. J. A. 
Conway (May 3); and industrial disorders of the eye, Dr. 
Dorothy Campbell (May 10). 


Summer School 


The Central Council for Health Education is to hold a 
summer school at Bede College, Durham, from July 24 to 
Aug. 3, and another at the Chelsea Polytechnic from Aug. 9 
to 19. Further information from the education officer of the 
council, Tavistock House, London, W.C.1. 


Medical Casualties 


The following RAMC officers have been posted as prisoners 
of war : 


Captain J. E. A. Bartlet, MB ABERD.; Captain Donald Benson, 
MB LEEDS; Captain R. W. W. Brown, MB CAMB.; Captain C. F. 
Campbell, LRCPE ;°Captain G. M. Davies ; Major E. L. Ellis, MRCS ; 
Captain J. A. Falk, MB CAMB. ; Captain J. K. Hewat, MD DALHOUSIE; 
Captain W. H. McDonald, MB LEEDS; Captain T. E. Marshall, 
MB SYDNEY; Captain C. B. Meldrum, MB 8T. AND. ; Captain W. J. 
Street, MRcs ; Captain R. D. Taylor, MB GLASG. 


Medical Honour 


As announced in our last issue the MC has been awarded 
to Captain J. A. L. Naughton, RAMC. 


On the night of Nov. 27 the Royal Fusiliers advanced to attack 
Mozzagrogna. Heavy casualties were sustained during the approach 
march from mines and shelling. Captain NAUGHTON attended to 
the wounded and succeeded in evacuating all casualties whilst still 
under fire. On the next morning two companies advanced into the 
village, suffering casualties. When ordered to withdraw, Naughton 
refused to leave the casualties, many of whom were serious, and it 
was due to his determination that all were successfully evacuated. 
On Nov. 29 two companies again advanced to attack Mozzagrogna, 
and Naughton accompanied them, dealing with casualties under 
difficult conditions. He also succeeded in evacuating the serious 
cases, though he had no transport. In the afternoon he was 
wounded, but he refused to leave his post although in great pain until 
relief arrived. 


Typhus Vaccine for Countries of Middle East 
Brigadier-General Leon A. Fox, director of the United 
States Typhus Commission, announces that more than 
1,800,000 c.cm, of typhus vaccine supplied to governments in 
the Middle East under Lend-Lease since last June now are a 
gift of the US government. The Typhus Commission has 
instructions to make the vaccine available to public health 
authorities wherever typhus epidemics appear. Shipments 
have gone to Egypt, Persia, Iraq, Cyprus, Cyrenaica, Eritrea, 


Palestine, Trans-Jordan, Tripolitania, Saudi Arabia and 
Aden. 
Imperial Chemical (Pharmaceuticals) Ltd. now issue 


Sulphamezathine sodium in stable solution for intramus- 
cular and intravenous administration. Each 3 c.cm. ampoule 
contains the equivalent of 1 gramme of sulphamezathine. 


NOTES AND NEWS 


8, 1944 


Dr. J. C. HENDERSON of Windermere has been onpelinia 
sheriff for Westmorland. 


National Hospital, Queen Square, London 


There will be no further clinical demonstrations until 
Saturday, April 22, when a new series will begin at 10.30 am. 


Royal College of Surgeons of England 


Mr. J. Johnston Abraham will deliver the Thomas Vicary 
lecture on the early history of syphilis at the college, Lincoln’s 
Inn Fields, Londoa, W.C.2, on Thursday, April 13, at 4 PM. 


Royal Society of Medicine 


On Tuesday, April 11, at 2.30 pm, Dr. J. S. Hopwood will 
speak to the section of psychiatry on the insane homicide. 
On April 14, at 2.15 pm, at St. Mary’s Hospital, Paddington, 
eases treated with penicillin will be shown to the clinical 
section. 


Guard for a Tracheotomy Tube 


A patient who underwent laryngectomy in November, 1942, 
writes (with his surgeon’s approval) of a device which he has 
made to protect the opening of his tracheotomy tube from 
dust particles. The usual plan, in such cases, is to keep the 
opening covered with a veil made of several thicknesses of 
gauze, but our correspondent finds this unsatisfactory, because 
a muffler or collar may press the veil against the opening, 

partly obstructing it 

and setting up a 

cough, He has there- 

fore made, out of 
) gauge 18 nickel wire, 
7 a small cage which 
fits over thie tube in 
the manner shown in 
the diagram. The 
two legs at the back 
clip over the rubber 
shield of the tube. 
Mucus can be wiped away from the opening of the tube with- 
out removal of the cage. Over the cage he wears a gauze 
filter made apron-fashion, of 6 layers of gauze, 6 in. square, tied 
round the neck. The cage, which weighs under 3} oz., prevents 
the gauze from being sucked back against the hole, and pro- 
tects the airway when a muffler is worn. Our correspondent 
is 62 years old; as a chairmaker, he works in a dusty atmo- 
sphere for many hours daily. He has worn the cage and filter 
successfully for nearly 18 months. It would be useful also 
for a simple tracheotomy, for there is room under the front 
bridge of the cage for the patient to slide his finger up under 
the gauge apron and cover the hole in the tube with his finger- 
tip when he wishes to speak. 


v 


(a) 


(a) Cage. (b)In position. The clips at the back slip 
over the rubber shield of the tracheotomy tube. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED MARCH 25 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 1 (at Lewis- 
ham); scarlet fever, 2389; whooping-cough, 2244 ; 
diphtheria, 666 ; paratyphoid, 6; typhoid, 9; measles 
(excluding rubella), 2757; pneumonia (primary or 
influenzal), 1270 ; puerperal py rexia, 170; cerebrospinal 
fever, 101; poliomyelitis, 7; polio-encephalitis, 2 ; 
encephalitis lethargica, 0; dysentery, 274; ophthalmia 
neonatorum, 82. No case of cholera, plague or typhus 
fever was notified during the week. 


Deaths.—In 126 great towns there were no deaths from 
measles, 1 (0) from an enterie fever, 1 (0) from scarlet 
fever, 10 (4) from whooping-cough, 10 (0) from diph- 


theria, 52 (5) from diarrhoea and enteritis under two years, 
and 44 (2) from influenza. The figures in parentheses 
are those for London itself. 

Huddersfield reported the fatal case of enteric fever. 
had 5 deaths from influenza and 8 from diarrhea, 
The number of stillbirths notified during the week was 
257 (corresponding to a rate of 33 per thousand total 
births), including 28 in London. 


Birmingham 


The fact that goods made of raw meterials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


Lis 
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OESTROFORM 


Trade Mark 


Standardised natural estrogenic hormone 


Whenever indications for cestrogenic hormone therapy are present, Oestroform 
will be found to act in a specific manner. Being the natural cestrogen, it is readily 
tolerated in all cases, and its use is free from the untoward toxic effects that some- 


times occur when the synthetic substances are administered. 


Oestroform is indicated in the treatment of — 


Climacteric and menopausal disturbances, both natural and artificial 
Oligomenorrheea and amenorrhoea, primary and secondary 


Delayed puberty and defective development of the secondary sex 


characteristics in the female 

Sterility and dysmenorrheea due to uterine hypoplasia 

Pruritus vulve and senile vaginitis, also vulvo-vaginitis in infants 
Oestroform is indicated also in certain conditions associated with pregnancy, as, 


for example, missed abortion, the induction of labour, uterine inertia and the 


inhibition of lactation. . 


Details of dosage and other relevant information will be gladly supplied on request. 


THE BRITISH DRUG HOUSES LTD. LONDON N-el 


Telephone: Clerkenwell 3000 Telegrams: Tetradome Telex London 
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PHYLLOSAN 


Members of the Medical Profession 
supplied with bulk quantities 
for prescription purposes 


For prices, apply direct to 
NATURAL CHEMICALS LTD.,. ST. HELENS, LANCASHIRE 


“For the past generation 
‘MILK OF MAGNESIA’ 
has been accepted as the 


THE CHAS. H. PHILLIPS 
CHEMICAL CO.LTD. 


179, Acton Vale London w3 


* Milk of Magnesia’ is the Registered Trade Mark of Phillips’ preparation of magnesia. 
18 
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The antiseptic 
and antipruritic principle in 
WRIGHT’S COAL TAR SOAP 


Somewhere about the middle of last century a 
determined effort was made to isolate the known 
antiseptic properties of Coal Tar from the inert 
residuum of substances lacking therapeutic value. 
This was achieved in 1862 in Wright’s Liquor 
Carbonis Detergens and this preparation has been 
used and recommended for 80 years by skin 
specialists and specified repeatedly in authoritative 
reference works. 


~ 


= 
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WRIGHT’S LIQUOR CARBONIS DETERGENS 


( It followed that the inclusion of this 
Liquor Carbonis Detergens in the 

' basic formula of Wright’s Coal Tar 
| Soap gave to this soap a character as 
\ individual as its own healthful aroma. 
It followed also that this powerful 
antiseptic principle could be—and has 
been—incorporated without the least 

| risk of harshness to the skin. Wright’s 
indeed has been recognised for 
generations as a supreme toilet 

and nursery soap. 


The Choice of a 
HYPOCHLORITE 


Why Electrolytic ? 
“It is possible to obtain a solution even less irritating 
than Dakin’s solution if we prepare it by the electro- 
lytic method. Electrolytic Hypochlorite has not 
hitherto been employed in surgery on account of its 
defective keeping properties.” 
Carrel and Dehelly Military Medical Manuals, ‘‘ The 
Treatment of Infected Wounds,” 2nd Edition (1918), 
Pp. 24 


Why Milton? 


Because Milton, the only stable brand of Electrolytic 

Sodium Hypochlorite, retains its effective strength for 

several years; and 

Because Milton, either full strength or in the dilutions 

commonly employed, is far less alkaline than Dakin’s 

solution of comparable strength. 
Milton 1 in 20, for example, has a pH of 8:89. Dakin’s 
solution I in 10 (which has the same content of available 
chlorine and hence the same oxidising power) has a pH 
of 10°64. Milton (full strength) has a pH of 10:7. 
Dakin’s solution (full strength), which has half the content 
of available chlorine, has a pH of 11-61. 


Because recent work emphasises the lack of irritant 
action (this is largely due to the absence of free caustic 
alkali). One surgeon gives as his reason for preferring 
an electrolytically prepared hypochlorite to a chemi- 
cally produced solution the fact that after its action is 
completed only g saline residue remains, “ whereas 
chemically prepared varieties, such as Dakin’s solution, 
have more irritant end products.” Another states, 
“*Eusol for treatment in the wards has been replaced 
by Milton solution in the strength of 1 in 20. This 
gives an isotonic solution, is quite painless and has the 
advantage that when its hypochlorite element has 
finished action only normal salts are left. It was 
found that the boric acid left from Eusol tended to 
make the wounds somewhat painful and slightly 


For blandness, stability, low alkalinity ¢om- 
bined with effective proteolytic action and 
innocuousness of end products the choice 
is—‘ Milton.’ 
1. ‘* Treatment of Burns by Envelope Irrigation,” British 
Medical Journal, Fuly 12th, 1941, p. 47. 
2. “* Experiences in an E.M.S. Base Hospital in the 
London Area,” Edinburgh Medical Journal, Fanuary, 
1942, Pp. 25-26. 
* For quotations for Bulk Supplies for Hospitals, etc., 
or information with regard to irrigation technique, write 
Milton Antiseptic Ltd., John Milton House, London, N.7. 


MILTON, the stable brand of Electrolytic 
Sodium Hypochlorite, non-caustic and 
of standard strength 
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PREPARATIONS 


ANTIPEOL OINTMENT 


contains sterile vaccine filtrates (antivirus) of all the ommnee strains of STAPHYLOCOCCI, STREPTOCOCCI and B. PYOCYANEUS, 
in a lanoline-zinc-ichthyol base. 
INDICATIONS : Abscesses, boils ulcers, hamorrhoids, impetigo, sycosis, wounds, and ali inflammatory cutaneous infections. 
ANTIPEOL ‘LiauiD ‘for infections of the ear, septic cavities and suppurating wounds. - 


OPHTHALMO-ANTIPEOL 


contains, in a semi-fluid base, the sterile vaccine filtrates of STAPH YLOCOCCI, +> 4 ta B. PYOCYANEUS, PNEUMOCOCC?! 
FRAENKEL and GONOCOCC 
INDICATIONS : Conjunctivitis, blepharitis, keratitis, dacriocystitis, and all inn conditions and lesions of the eye. 


RHINO-ANTIPEOL 


a nasal immunising cream, contains | Liquid and the antivirus of PNEUMOCOCCI, ENTEROCOCCI, 
HALIS, B. PFEIFFER, and and d 
INDICATIONS : Coryza, hay "fever, catarrh, influenza, commas cold and other infections. 


ENTEROFAGOS 


Polyvalent bacteriop! — ye inst 144 strains of micro-organisms common to Infections of the gastro-intestinal tract, kidneys and bladder. 
RAPIDLY EFFECTIVE ESULTS in enteritis, dysentery, colitis, diarrhoeas, B. coll infections, typhoid and paratyphoid fevers and other 
intestinal and para-intestinal infection. 


DETENSYL 


vegeto-polyhormonic hypotensor, for gentle and regular reduction of arterial tension. 
INDICATIONS : High blood pressure, arterio-sclerosis, arthritis, palpitation, ocular and auditory troubles of hyper i No contra 


CLINICAL SAMPLES AND LITERATURE FROM 


' 


MEDICO-BIOLOGICAL LABORATORIES LTD., South Norwood, LONDON, S.E.25 


“Useful tempting i in cases where 
biscuits may be taken - 


DIGESTIVE BISCUITS 


| MADE FROM DAIRY-FRESH BUTTER AND WHOLESOME BRITISH WHEAT 
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Perfect 
toleration... 


The acceptance: and rapid assimilation of 
glucose depends very much upon the form in 
which it is offered. 


Ordinary glucose has a sickly, even 
nauseating flavour but this has been entirely 
overcome in LUCOZADE which is a most 
refreshing and palatable beverage. 


The offer of LUCOZADE secures eager 
acceptance — and this ensures the full energising 
and therapeutic effect anticipated from glucose 
ingestion. 


An improved form of 
glucose therapy 


LUCOZADE 


LUCOZADE LTD., GT. WEST RD., BRENTFORD, MIDDX. 


\ 


LABORATORY PREPARATIONS 


For PERNICIOUS ANAMIA 


OxO LTD’S 


LIVER EXTRACT 
FOR INJECTION (I.M.) 


A highly potent preparation for the treatment of 
pernicious anzmia. 

Dosage in emergency cases Is 4 c.c. initial dose, 
followed by 2 cc. at three days intervals in the 
first week and 2 c.c. at weekly intervals sub- 
sequently. This will usually raise the blood 
count to normal in a few weeks. 


Maintenance dose: 2 ¢.c. monthly. 


SUPPLIED IN AMPOULES OF 2 c.c. AND BOTTLES OF 1@ a2, 
AND 20 c.c. 


Ampoules : 6 (6/6) ; 12 (12/6) ; 50 (48/-) ; 100 (92f-). 
Bottles: 10 c.c. (4/9) ; 20 c.c. (8/6). 


OXO LIMITED, Thames House, London, E.C.4 


For new light on darkroom problems 


—consult 


KODAK 


For many years an advisory service on dark- 
room lay-out has been part of the Kodak 
contribution to successful photography. Today 
Kodak still offers the advice of experienced 
specialists in planning darkrooms which will 
promote the most efficient and economical work- 
ing in any individual circumstances? 

Kodak provides a comprehensive range of 


specialised darkroom equipment for radiography 


and medical photography, and the special- 
ists who have created this range are well 
fitted to advise on the choice and use of 
equipment, and on the planning of a darkroom 
lay-out. 

When you are considering the installation of 
new darkrooms or the modification of existing 
ones, seek the advice of Kodak: this advice will 


at all times be gladly and freely given. 


KODAK LIMITED, (X-Ray Sales), KINGSWAY, LONDON, W.C.2 
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From now on, sister, 
SLEEP will do more 
good than we can_ 


; is a time reached in the treatment of [ 


all ills when doctor and nurse can let the natural 
recuperative forces of the body do their work 
unaided. It is then that sound, refreshing sleep 
becomes the most important thing of all. The Vitamin 
B, phosphorus and calci:iin in Bourn-vita are valuable 
for the nerves. Bourn-vita is particularly light and 
easily digestible—very important in many cases of 
convalescence—and induces perfect natural sleep. 


CADBURYS 


BOURN-VITA 


FOR DEEP, RESTORING SLEEP 
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WORKING HAND-IN-GLOVE 


A useful tonic adjunct to the meagre diet of the invalid 
or convalescent is provided by ‘ Supavite.’ It contains 
vitamins A, 3B, BG), C, D and E in standardised 
doses, plus iron in easily assimilable form to aid the 
formation of blood corpuscles rich in hemoglobin, calcium 
beneficial to bones and teeth and phosphorus for nutrition 
of the nervous system. Besides their respective thera- 
peutic values, these minerals help the organism to derive 
full benefit from the vitamins. ‘ Supavite’ will simplify 
many dietary problems, the balanced ration of vital food 
factors being markedly beneficial to the feeble patient. 


‘SUPAVITE’ is indicated in the treatment of NERVOUS 
INSTABILITY, LASSITUDE, Loss of MENTAL and 
PHYSICAL ENERGY and general asthenic conditions. 


SUPAVITE 


VITAMINS AB, Bs (G)COE 
with tron Calcium and Phosphorous 


THE ANGIER CHEMICAL CO. LTD., 86 Clerkenwell Road, London, E.C.1 


THE ANXIETY STATE 


Present disturbed occupational and environméntal 
conditions frequently produce a continued rest- 
lessness of both mind and body, with a resultant 
loss of power of concentration and mental effort. 
* Anadin,’ a useful variant of the aspirin-phenacetin- 
caffeine analgesic group, is especially well-suited 
to this type of case. 

*Anadin’ can be relied upon should prolonged 
administration be necessary, for it has neither 
Its well- 
balanced formula merits complete confidence. 


cumulative nor habit-forming effects. 


Tablets 


ANADIN 


ANADIN LIMITED, 12, CHENIES STREET, LONDON, W.C.1 
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—A SAFE Nerve Sedative 


RHYSO-VA 


BRAND 
Reg. No. 625,556 


VALERIAN DRAGEES 


A Valerian concentrate in dragee form, without odour or 


taste. 


A simple, safe, 


natural sedative for children 


One dragee corresponds to 25 minims of B.P.C. Tinct. 


and adults. 


Samples and literature upon request. 


Packings: 


BOTTLES OF 


100 AND 1000 DRAGEES 


Manufactured by COATES & COOPER LTD... Northwood, Middlesex, England 


Samples for clinical trial 
post free on application to: 


LACTAGOL 


THE HEALTH OF THE EXPECTANT MOTHER 


and of her 


UNBORN CHILD 
and is a SPECIFIC GALACTAGOGUE 


LACTAGOL 
MITCHAM, SURREY 


LTD. 


Lactagol presents: Edestin (cotton-seed 
extract), Calcium, Phosphorus, Iron, etc. 


MICROSCOPE 
OUTFITS WANTED 


Highest prices paid. Let us know r 
requirements if you wish to EXCHANGE as 
we may be able to help you. 

1750) 


DOLLONDS (L) (Estd. 
428, STRAND, LONDON, W.,C,2 
Tel.: TEMple Bar 3775 


CHISWICK. HOUSE, 


PINNER, MIDDLESEX, 
Telephone: PINNER 234. 


A Private Hospital for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 


A modern country house, 12 miles from Marble Arch, in 
attractive and secluded surroundings. Fees from 10 guineas 
per week inclusive. Cases under Certificate, Voluntary and 


received for treatment. 
DOUGLAS MACAULAY, M.D., D.P.M. 


MALLING PLACE, KENT 
For LADIES and GENTLEMEN of Unsound Mind. 


moderate. Apply to Resident Medical 
Tel * ADAM WEST MALLING. Telephone No. 2 


Temporary Patients 


STAMMERING 
SPEECH DEFECTS 
RESIDENT AND NON-RESIDENT PUPILS. 
Full Particulars upon request to: 
Mr. A. C. SCHNELLE, 
119, Beaford Court Mansions, 


London, W.C.1. 
Museum 3665. Estab. 1905, 


CITY OF LONDON MENTAL HOSPITAL 
Near DARTFORD, KENT 
Ladies and Gentlemen received for treatment 
under certificates, and without certificates as either 
VOLUNTARY or TEMPORARY PATIENTS, 
at a weekly fee of £2 9s., and upwards 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All forms of 

treatment available. Fees from 4 gns. per week upwards according to 

requir Vv lonally exist at reduced fees on the 
recommendation of the patient’ 's own oc 


Apply to Dr. J. A. SMALL. Telephone : 


Telephone: SINGLE VACCINATION 
Barrersea 1347. 


TUBES 
LARGE TUBES TUBES (EXPORT Only) sufficient for 5 vaccinations, 1s. 6d. each; 15s. dozen, 


JENNER INSTITUTE FOR CALF LYMPH LTD.., 73, Battersea Church Road, S.W.11. 


JENNER INSTITUTE sicerinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS one ooo 


- 10d. each; 9s. dozen. Postageextra. 
ACTER, 
Lonpon” (2 words)- 
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ST. ANDREW’S HOSPITAL disorvers 
NORTHAMPTON 


PRESIDENT: THE Most Hon, THE MARQUESS OF EXETER; K.G., C.M.G., A.D.O. 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. ' 


is Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, bio-chemical bacteriological and pathological examinations. ivate 
rooms with — jal nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be pro 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be aamitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains — departments for hydrotherapy ~* various methods, including 
Turkish and Russian baths, the prolonged immersion bath, hi Douche, Scotch Douche, Electrical baths, Plombieres treatment, 
ete. There is an La ap een Theatre, a Dental Surgery, -Ray Room, an Ultra-violet Apparatus, ‘and a Department for 
Diathermy and High-frequency treatment. It also containe Laborstenied for bio-chemical, bacteriological, and pathologica} 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupationa) 
therapy is @ feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. « 


At * the branches of the Hospital there are cricket grounds, football and hockey unds, lawn tennis courts oon 
co ), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, an bye are 
handicrafts, such as carpe pentry, © etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE : No. 2356 and 2357 Northampton), who 
ean he seen in London by appointment. 


THE OLD MANOR, SALISBURY iit, 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 
Extensive grounds. Detached Villas. Chapel. Garden Produce from own gardens. Terms very moderate. 
CONVALESCENT HOME AT BOURNEMOUTH 
standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. Patients or Boarders may visit the 


Home by 
Ulustrated Brochure on application to the Medical Superintendent, The Old Manor, Salisbury. 


CAMBERWELL HOUSE, 33, Peckham Road, London, S.E.5 
FOR THE TREATMENT OF MENTAL DISORDERS 


Completely detached Villas for mild cases. Voluntary Patients received. Twenty acres of grounds ; own garden produce. Hard and grass 
tennis courts, putting greens, Recreation Hall with Badminton Court, and all indoor amusements. egies therapy, Calisthonica, 
immersion baths, shock and also modified insulin treatment. 


pec 
by Medical Staff and visiting Consul oderate, may age upon 


COURT HALL KENTON, near EXETER 


FOR THE TREATMENT OF EIGHT LADIES, VOLUNTARY, TEMPORARY AND CERTIFIED PATIENTS 


CLIFFDEN, TEIGNMOUTH 


FOR EARLY AND CONVALESCENT CASES Recreational Therapies are held daily by skilled Leaders 
The house stands high with spacious balconies and extensive views of the South Devon Coast. Beautiful garden. Own Dairy in 25 acres. Private er to beach 
There Is also a charming house, EBWORTHY, MANATON, DARTMOOR, ne in 20 acres, 1100 ft. up for bracing moorland a! 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M. R.C.S., LR. CP Telephones—STARCROSS 259 and TEIGNMOUTH 289 289 
PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 
Telegrams : ‘‘Alleviated, London’”’ Telephone: Rodney 2641-2642 


A Private Mentai Hospital, for Ladies and Gentlemen suffering from Nervous and Mental Illness, where the 
amenities of a comfortable home are combined with full investigation and every well-established modern treatment. 

Terms from 3} guineas weekly. 

Illustrated Prospectus may be obtained from the Physician Superintendent, 


H ide the most effi 
CHEADLE ROYAL CHEADLE 
CHESHIRE some SEXES NERVOUS 
e jospita! govern a Committes 

A Registered Hospital for MENTAL DISEASES, and its appointed by the Trustees of the Manchester Royal Infirmary. 


Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales VOLUNTARY, TEMPORARY, AND CERTIFIED PATIENTS 
For Terms and further information apply to the MEDICAL SUPERINTENDENT _ Telephon-: GATLEY 223! 


THE HOMES FOR EPILEPTICS (inc.) 
GHULL, Near LIVERPOOL 
2 ball, Cricket, Tennis, Bowls, etc. Schoo y Board o' ucati 
Phone: BEDFORD 3417. Near BEDFORD FEES— .. from €3 per week 
For Mental Cases with or without Certificates. 2nd Class (men and women) . » 37/6 i» 
Ordinary Terms: Five Guineas per week (including Separate 3rd Class (men and women) s supported by— 2716 
Bedrooms for all suitable cases without extra charge). ic 
For forms of admission, &c., apply to the Resident Physician, Private Be 4 
Cepric W. Bower, 
INTERVIEWS IN LONDON BY APPOINTMENT, ©, EDGAR GRISEWOOD, ve 20, Exchange £ East, LIVERPOOL, 2, 
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RUTHIN 


CASTLE, 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, 


NORTH WALES 


except infectious and mental 


There is a steel and concrete Air Raid Shelter with heating and a lift to all floors 


Inclusive charges 


Apply SECRETARY 


Telephone: Ruthin 66 


HAYDOCK LODGE, 


NEWTON-LE-WILLOWS, LANCASHIRE. 


For the reception and treatment of PRIVATE PATIENTS of both sexes of the UPPER AND MIDDLE CLASSES suffering from Mental and Nervous 
Disorders, Alcoholism and Drug Addiction, either voluntarily, temporarily, or under certificate. 
buildings according to their mental condition. Situated in park and grounds of 400 acres. Self-supported by its own farm and gardens 
in which patients are encouraged to occupy themselves. Every facility for indoor and outdoor recreation. 
apply MEDICAL SUPERINTENDENT. Telephone: Ashton-in-Makerfleld 7311. Telegraphic Address; Wootton, Ashton-in- Makerfield. 


Patients are classified in separate 


‘or terms, pros 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester. Fully equipped for the treatment 
of all forms of Tuberculosis. 

Terms: 5} to 94 guineas per week, inclusive. 

Full particulars from MEDICAL SUPERINTENDENT, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCESTER 

Telephone : Witcombe 2181 Telegrams: “ Hoffman Birdlip”’ 


FENSTANTON at ‘‘ FIVE DIAMONDS,”’ 
Chalfont St. Giles, Bucks 
A Private Home for the Care and Treatment of a limited number 
of with Mental and Nervous Disorders. Certified, Volun- 
—. and (Gee heoaics Patients received. Mansion with 12 acres of 
= edical Directory, p. 2493.) Apply Resident Physician. 
Chalfont 2046. Station: Chalfont and Latimer. 


CRICHTON ROYAL, DUMFRIES 


FOR NERVOUS AND MENTAL DISORDERS 


Cases of Alcoholism and Drug Addiction are admitted. 
Every facility for individual treatment on the most modern 
lines. As the Hospital is well endowed, terms are exceptionally 


moderate. 
Medical Certificates ven anywhere in the British Isles 
valid for admission of ane. 
Physician intendent: P. K. McCowan, J.P.,”M. 
F.R.O.P., D.P.M., Barrister-at-Law. Tel. : Dumfries 1 ins. 


UNIVERSITY EXAMINATION 
POSTAL INSTITUTION 


17, RED LION SQUARE, LONDON, W.C.I 
Over 50 years’ experience 


POSTAL COACHING FOR ALL 
MEDICAL EXAMINATIONS 


pnosractus (24 pages) 


L. M.S. S. A. 

FINAL EXAMINATION: SuRGERY, May 8th, June 12tb, 
July 10th, 1944; MepIcINE, PATHOLOGY, May 15th, June 19th, 
July 17th, 1944; MipwirerRy, May 16th, June 20th, July 18th, 
1944; MASTERY OF MIDWIFERY EXAMINATIONS, May and 
November. 

For regulations apply peeeman, Apothecaries’ Hall, Black 
Friars-lane, London, E.C 


MIDDLESEX COUNTY COURT: Resident Assistant Medical 
OFFICER (B1) for Orthopedic Department (Fracture A Depart- 
ment, E.M.S.) required at Chase Farm d#fospital, Enfield, 
Middlesex. Applications invited from registered medical prac- 
titioners (including R and W practitioners holding B2 posts), 
preferably with experience in orthopedic work. R _ practi- 
tioners holding B1 posts ineligible unless rejected by R.A.M.C. 
Sala £400 by £25 to £475 p.a., plus cost-of-living bonus. 
Boar lodging, and laundry. Whole-time duties, such as 
Coune il may require, under supervision of Medical Director. 
Appointment is for 4 years only, subject to medical examination 
and 1 month’s notice. Post now vacant. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more 
than 3 recent testimonials, to the 
forms 1c provided. Closing date 15th April, 19 

W. B3,’’ Clerk of the Council. 

Middlesex Guildhall, Westminster, S.W.1. 


UNIVERSITY OF GLASGOW. 


ADMISSIONS-——SESSION 1944-45. 

Notice is hereby given that the number of Students to be 
admitted to the First-year Courses in Medicine in October, 
1944, will be limited, and all admissions will be subject to the 
regulations issued by the Ministry of Labour and National 
Service. 

Forms of application may be obtained from the undersigned. 

Applications should be submitted not earlier than 15th May 
and not later than 3lst May. Consideration can now be given 
only to men under 18, and women under 19, years of age on 
July, 1944. 

Students whose courses have been interrupted by service with 
the Forces, but who are now free to resume study, should make 
application on the prescribed form, which may also be obtained 
from the undersigned. 

Applicants who wish to have a form sent by post should 
enclose a stamped addressed envelope. 

March, 1944. Rost. T. HuTcHESON, Registrar. 


THE ROYAL NATIONAL THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
ASSISTANTS in the Out-patient Department. There are vacancies 
for attendance at the following times :— 

Golden-square : Mondays, Tuesdays, Thursdays, and Fridays 

at 2 P.M. 
Gray’s Inn-road : Tuesdays and Fridays at 2 p.m., Wednesdays 
and Thursdays at 10 a.m. 

The posts, which are honorary ones, afford excellent oppor- 
tunities of acquiring an extended knowledge of the specialty, 
as the duties consist of assisting the Surgeons in seeing the 
patients. 

Applications, which may be for periods of 3, 6, or 12 months, 
should state the day for which they are made and should be sent 
as soon as possible to— 

JoHN H. YounG, Secretary-Superintendent. 


THE ROYAL MASONIC HOSPITAL, Ravenscourt Park, London, 
W.6. Applications are invited from registered medic al practi- 
tioners, Male, for the appointment of RESIDENT SURGICAL 
OFFICER (B1), vacant 24th April next. Applicants should have 
held house appointments and had surgical experience. Prefer- 
ence will be given to candidates holding diploma of F.R.C.S. 
The salary is at the rate of £250 p.a., together with full board 
and lodging and laundry. Suitably qualified R practitioners 
now holding B2 appointments, also those holding Bl and 
rejected by the R.A.M.C., may apply. 

Please apply in writing to the Joint Honorary Secretaries. 
THE PRINCESS BEATRICE HOSPITAL, Earl's Court, S.W.5. 
(General ‘Hospital—88& Beds.) Applications are invited from 
registered medical practitioners, Male and Female, for the 
appointment of HOUSE PHYSICIAN (A), vacant Monday, Ist May, 
1944. Salary is at the rate of £130 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of not more than 
3 testimonials, should be sent immediately to— 

G. PURSSELL, Acting House Governor. 

EAST HAM MEMORIAL HOSPITAL, Shrewsbury-road, E.7. 
Applications are invited from registered medical practitioners 
(Male and Female) for the appointment of HOUSE PHYSICIAN 
(B2), vacant 23rd June. Salary is at the rate of £200 p.a., 
with full residential emoluments. R and W->: practitioners 
holding A posts may also apply, when appointment will be 
limited to 6 months. 

Applications, stating full particulars, accompanied by copies 
of 3 testimonials, should be forwarded immediately to— 

REGINALD PERRY, Secretary-Superintendent. 
THE LONDON HOMCOPATHIC HOSPITAL (incorporated by 
Royal Charter), Great Ormond-street and Queen-square, W.C.1. 
Applications are invited from registered medical aieiemes 
(Male and Female) for the appointment of HOUSE SURGEON (A), 
vacant 16th April, 1944. The appointment will be for a period 
of 6 months. Salary is at the rate of £180 p.a., with full resi- 
dential emoluments. Selected candidates will be required to 
attend a meeting of the Medical Committee for interview 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply. 

Applications to: L. J. KNOWLES, Secretary. 25 
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THE ROYAL CANCER HOSPITAL (FREE) (incorporated under 

Royal Charter), Fulham-road, London, 8.W.3. Applications 
are invited for the post of HOUSE SURGEON (A), to commence 
duty on the Ist June, 1944. Salary at the rate of £200 p.a., 
with full residential emoluments. The appointment is subject 
to rules, a copy of which can be obtained from the Secretary. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may also apply, when appointment 
will be for 6 months. 

Applications, to be made on a form which will be supplied 
by the Secretary, with copies only of not more than 3 recent 
testimonials, to be sent not later than the first post on Thursday, 
13th April, 1944, to: PINKHAM, Secretary. 

POPLAR HOSPITAL, East India Dock-road, Poplar, E.14. Appli- 
cations are invited from registered Male medical practitioners 
for the appointment of HOUSE SURGEON (A), now vacant. 
Salary is at the rate of £175 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 

Applications, stating age, nationality, qualifications with 
dates, and details of previous appointments, if any, accompanied 
by copies of 3 testimonials, should be sent to— 
____D. H. Linpsay, House Governor and Secretary. 
DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, S.E.10. 
Applications are invited from Male registered practitioners for 
the appointment of HOUSE PHYSICIAN (B2), vacant Ist May. 
Salary is at the rate of £200 p.a., with full residential emolu- 
ments. R practitioners who now hold A posts may apply, 
when the appointment will be limited to 6 months. 

Applications, stating age, qualifications with dates, and 
previous experience, together with 3 recent testimonials, to be 
sent to: F, A. Lyon, Administrator and Secretary. 

__Seamen’s Hospital Society, Greenwich, S.E.10. 
ROYAL LONDON OPHTHALMIC HOSPITAL (Moorfields Eye 
HOSPITAL), City-road, E.C.1. Applications are invited for the 
posts of 2 FIRST ASSISTANT MEDICAL OFFICERS, one to attend on 
Tuesdays and Fridays and one to attend on Wednesdays and 
Saturdays (mornings) each week. Candidates must be registered 
medical practitioners. Salary at the rate of £1 10s. per attend- 
ance. The Medical Officers will be appointed for the period to 
the 30th June, 1944, and will be eligible for reappointment. 

Applications, with testimonials, stating age and qualifications, 
must be reeeived not later than the 17th April, 1944, by— 

29th March, 1944. A. J. M. TARRANT, Secretary. 
THE BOLINGBROKE HOSPITAL, Wandsworth Common, 
S.W.11. Applications are invited from registered medical prac- 
titioners for the appointment of HOUSE SURGEON (A), vacant 
now. The normal period of the appointment is 6 months. 
Salary is at the rate of £120 p.a., with full residential emolu- 
ments. Practitioners within 3 months of qualification and 
liable under the National Service Acts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, accompanied by copies of 3 recent testimonials, 
should be sent as soon as possible to— 
pe . 8. RANDOLPH Biss, Secretary-Superintendent. 
CITY OF LIVERPOOL. Bacteriological Depar Applicati 
are invited from registered medical practitioners for the post of 
an ASSISTANT BACTERIOLOGIST at a salary of £500 p.a., increasing 
by annual increments of £25 to £700 p.a., and war bonus. 
Applicants should have had experience of bacteriological 
methods and of the work of a public health bacteriological 
laboratory. 

_ The officer appointed will be required to devote his whole 
time to the duties under the direction of the City Bacteriologist, 
and the appointment is subject to the Standing Orders of the 
City Council. The successful applicant will be required te pass 
medical examination. 

The post will be of a temporary nature for the duration of the 
war, after which the question of permanency will be considered. 

Applicants not liable for military service will be given 
preference for the position. 

The consent of the Minister of Health has been given to the 
making of the appointment. 

Applications, stating age and qualifications, and giving 
details of training and experience in bacteriology, together with 
copies of not more than 3 recent testimonials, should be sent, 
in an envelope endorsed “ Assistant Bacteriologist,” to the 
undersigned not later than 30th April, 1944. 

Canvassing of members of the City Council, either directly 
or indirectly, will be regarded as a disqualification. 

W. H. Barnes, Town Clerk. 

_ Municipal Buildings, Liverpool, 2, 5th April, 1944. 

ROYAL MANCHESTER CHILDREN’S HOSPITAL, Pendlebury. 
Applications are invited from registered medical practitioners, 
Male and Female, including practitioners within 3 months. of 
qualification and liable under the National Service Acts, for the 
appointment of HOUSE SURGEON (A), vacant Ist May, 1944. 
The appointment is for a period of 6 months, and the salary is 
at the rate of £150 p.a., with full residential emoluments. 

Applications, stating age. qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials 
to be sent to the undersigned immediately. 

By Order, 

= H. HEARDMAN, General Superintendent and Secretary. 
ADDENBROOKE’S HOSPITAL, Cambridge. Applications are 
invited from registered medical practitioners, Male and Female, 
-for the appointment of HOUSE PHYSICIAN (A), vacant 22nd May, 
1944. Salary is at the rate of £130 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months only, which is the 
normal period of appointment. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent not later than Wednesday, 19th April, 1944, to— 

26 J. A. BEARDSALL, Secretary-Superintendent. 


CHESHIRE COUNTY COUNCIL. Clatterbridge (County) 
GENERAL HOSPITAL, BEBINGTON, WIRRAL, JUNIOR RESIDENT 
ASSISTANT MEDICAL OFFICER (B2). Applications are invited 
from registered medical practitioners (Male or Female), including 
R and W practitioners who now hold A posts, for the above 
appointment at a salary of £200 p.a., together with the usual 
residential allowances. To R or W practitioners the appoint- 
ment will be limited to 6 months ; otherwise it may be renewed 
for a further 6 months. There is a Non-resident Medical 
Superintendent, a Resident Deputy Medical Superintendent, 
and a consulting staff from teaching hospitals. 

Applications to be made on forms obtainable from the under- 
signed and returned not later than the 15th April, 1944. 

AN MACKAY, County Medical Officer of Health. 

County Public Health Department, 

24, Nicholas-street, Chester. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Applications are 
invited from registered medical practitioners, including regis- 
tered practitioners who now hold A posts, for the appointment 
of HOUSE SURGEON (B2), vacant 24th April, The appointment 
will be for 6 months. Salary at the rate of £150 p.a., with full 
residential emoluments. : 

Applications, stating age, nationality, qualifications, present 
post and previous experience, and enclosing copies of 3 recent 
testimonials, to be sent not later than 15th April to— 

P. H. ConsTaBLE, House Governor and Secretary. 


HEREFORDSHIRE GENERAL HOSPITAL, Hereford. (210 Beds.) 
Applications are invited from registered medical practitioners 
within 3 months of qualification and liable under the National 
Service Acts for the appointment of JUNIOR HOUSE SURGEON (A), 
including House Surgeon to Ear, Nose, and Throat Department. 
The appointment will be limited to 6 months. Salary is at the 
rate of £150 p.a., with full residential emoluments. ; 

Applications, stating age, qualifications, and nationality, and 
accompanied by copies of 3 recent testimonials, should be 
sent to: T. W. Upron, Secretary, _ 


SAINT MARY’S HOSPITALS, Whitworth Park, Manchester, 13, 
Applications are invited from registered medical practitioners. 
Male and Female, for the appointment of OBSTETRICAL HOUSE 
SURGEONS (B2), vacant Ist May, 1944. Salary at the rate of 
£75 p.a., with full residential emoluments. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for a period of 
6 months. 

Applications to be sent not later than 14th April to— 

A. R. Wise, General Superintendent. _ 
PRINCESS ALICE HOSPITAL, Eastbourne. Applications are 
invited from registered medical practitioners, Male and Female, 
for the post of HOUSE SURGEON (A), now vaeant. The appoint- 
ment will be for 6 months. Salary at the rate of £200 p.a., 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts 
may apply. 

Applications, with copies of 3 testimonials, should be sent 

forthwith to the Secretary. . 
WARNEFORD GENERAL HOSPITAL, Leamington Spa. Applica- 
tions are invited for the post of RADIOLOGIST. + The appointment 
is:for the duration of the war, or such lesser period as the Com- 
mittee of Management may determine. Salary is at the rate of 
£700 p.a., plus two-thirds fees of private patients. 

Applications, together with copies of 3 recent testimonials, to 
reach the undersigned as soon as possible. 

Lona, House Governor and Secretary. 
WARRINGTON INFIRMARY AND DISPENSARY. Applications 
are invited from registered medical practitioners, Male and 
Female, for the appointment of HOUSE SURGEON (A), vacant 
lst May. Salary is at the rate of £150 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months. 

Apply, not later than Tuesday, 11th April, to the Superin- 
tendent and Secretary, stating age, experience, and enclosing 
copies of 3 recent testimonials. 
KING EDWARD Vii HOSPITAL, Windsor. The Board of 
Management invite applications for the post of HONORARY 
THORACIC SURGEON to @his Hospital. Candidates should have 
experience of thoracic surgery and possess the qualification 
F.R.C.S. (England or Edinburgh) or a Mastership in Surgery. 

Applications must be forwarded to the undersigned on or 
before 30th April, 19144, and should state qualifications and 
experience. 

The appointment made will be for the period of the war. 
when the post will be readvertised. 

GEORGE WESTON, Secretary. 

BOOTLE GENERAL HOSPITAL, Linacre-lane, Bootle, Liver- 
POOL, 20. HOUSE SURGEON (A) to Fracture, Aural, and Medical 
Departments. Applications are invited from registered medical 
practitioners, Male and Female, for the above appointment. 
Salary is at the rate of £175 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months ; otherwise for 6 months with the 
possibility of extension. 

Applications, with copies of recent testimonials, should be 
sent immediately to the Superintendent. 


ROYAL LANCASTER INFIRMARY, Lancaster. (31! Beds.) 
(Hospital recognised by the Royal College of Surgeons (England) 
for 2 Senior Posts.) Applications are invited from registered 
medical practitioners, Male and Female, for the appointment of 
ORTHOPEDIC AND CASUALTY HOUSE SURGEON (B2), vacant 
29th April. The salary is at the rate of £175 p.a., with full 
residential emoluments. R and W practitioners holding A posts 
may also apply, when appointment will be limited to 6 months ; 
otherwise may be extended. a 
Applications, with testimonials, should be sent to— 
H. GRIMSHAW, Superintendent-Secretary. 
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ROYAL HALIFAX INFIRMARY. Applications are invited from 
registered medical practitioners (Male) for 6 months for the 
following post :— 

CASUALTY OFFICER (A), Salary £150 p.a. Full ‘residential 
emoluments payable. Practitioners within 3 months of qualifi- 
cation and liable under the National Service Acts may apply. 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by 3 recent testimonials, 
should be sent immediately to: A. MIDGLEY, Secretary. 

Ist April, 1944. 

MANCHESTER ROYAL INFIRMARY. 2 House Surgeons (A)%o 
Orthopedic Department. The Board of Management invite 
applications for the above posts, now vacant, from registered 
medical practitioners, Male and Female, including practitioners 
within 3 months of qualification, who are liable for service 
under the National Service Acts. The appointments are for 
6 months at salaries at the rate of £75 p.a., with residence. 

Applications, stating age, nationality, and qualifications, to 
be sent to the Chairman of the Medical Board. 

By Order, ‘. J. CABLE, 

20th March, 1944. _ General Superintendent and Secretary. 
NOTTINGHAM CITY COUNCIL. Firs Maternity Hospital. 
(40 Beds.) Applications are invited from registered medical 
practitioners, Male, for the appointment of RESIDENT OBSTETRIC 
HOUSE SURGEON (B2). Salary is at the rate of £300 p.a., with 
full residential emoluments. R practitioners now holding 
A posts may apply, when the appointment will be limited to 
6 months; otherwise not exceeding 1 year. 

Applications, stating age, qualifications with dates, and 

nationality, should be accompanied by copies of 3 testimonials 
and sent forthwith to: J. E. RicHarps, Town Clerk. 
_ The Guildhall, Nottingham, March, 1944. “ 
PONTEFRACT GENERAL INFIRMARY AND THE HYDES 
HOSPITAL. (112 Beds.) Applications are invited from regis- 
tered medieal practitioners (Male) for the appointment of 
HOUSE SURGEON (A), vacant immediately. Salary £150 p.a., 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointmept will be for a period of 6 months. 

Applications should Be sent to— D. J. RIcHARDs, 

21st March, 1944. Secretary-Superintendent. 
NORFOLK AND NORWICH HOSPITAL, Norwich. Applica- 
tions are invited for the appointment of RESIDENT REGISTRAR 
(B1) to the Orthopedic Department, vacant shortly. Appli- 
cants should have held house appointments and have had 
experience in orthopedic work. Salary £250 to £350 p.a., 
accordi to experience, with full residential emoluments. 
Suitably qualified R and W practitioners holding B2 posts, also 
R practitioners holding Bi and rejected by the R.A.M.C., 
may apply. 

Applications should reach the undersigned as soon as possible. 

‘RANK INcH, House Governor and Secretary. 
THE SOUTHAMPTON CHILDREN’S HOSPITAL AND Dis- 
PENSARY FOR WOMEN. {peteaees are invited from tered 
medical practitioners, Men or Women, for the appointment 
of RESIDENT MEDICAL OFFIGER (A), now vacant. Salary is 
at the rate of £150 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liabie under 
the National Service Acts may also apply, when appointment 
will be for 6 months. ’ 

Applications, stating —- qualifications with dates, and 

nationality, and accompa: ed by 3 testimonials, should be sent 
immediately to: Erta K. MATTHEWS, Secretary. 
MARGATE AND DISTRICT GENERAL HOSPITAL. (100 Beds.) 
Applications are invited from registered medical practitioners 
for the post of RESIDENT MEDICAL OFFICER (A). Salary is at 
the rate of £200 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may also apply, when appointment will 
be for a period of 6 months. 

Applications should be sent immediately to the Secretary. 


PRINCESS ELIZABETH ORTHOPADIC HOSPITAL, Buckerell 
BORE, EXETER. (E.M.S. Fracture and Orthopedic Centre 14. 
150 Beds with Annexe.) Applications are invited from regis- 
tered medical practitioners for the post of HOUSE SURGEON (B1). 
Salary £200 p.a., with board, residence, and laundry. The 
appointment is for 6 months. Suitably qualified R and W 
practitioners holditg B2 posts, also R practitioners holding B1 
and rejected by the R.A.M.C., may apply. 

Applications to:: P. MELHUISH, Secretary. 
CAMBORNE-REDRUTH GENERAL HOSPITAL, Redruth, Corn- 
WALL. Applications are invited for the post of HONORARY 
OPHTHALMIC SURGEON. Candidates should be suitably experi- 
enced in ophthalmology and possess the Fellowship of the Royal 
College of Surgeons. 

Full particulars on application to the Secretary. 


VICTORIA HOSPITAL, Burnley. (169 Beds.) Applications are 
invited from registered medica] practitioners forthe appointment 
of 2 HOUSE SURGEONS (A), vacant early May. 

The salary in each case is at the mate of £150 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointments will be for a period of 6 months. 

Applications to be sent to: J. E. WHEAToROFT, Secretary. 


ROCHDALE INFIRMARY, Lancs. (110 Beds.) The Board of 
Management invite applications from registered medical practi- 
een, Male and Female, for the following appointment, vacant 
6. 

SECOND HOUSE SURGEON (A). at the rate of £150 p.a., 
with full residential emoluments. he successful candidate 
must be a member of @ Medical Defence Society. Practitioners 
within 3 months of qualification and liable under the National 
py a —_ may apply, when appointment will be for a period 

le 
Applications to: W. WYNNE, Superintendent and Secretary. 


SCARBOROUGH HOSPITAL, Yorkshire. (Normally 140 Beds.) 
Applications are invited from Female registered medical prac- 
titioners for the post of HOUSE PHYSICIAN (A). The appointment 
is for 6 months, commencing immediately, and the salary is at 
the rate of £175 p.a., with board, residence, laundry, &c. Prac- 
titioners within 3 months of qualification and Hable under the 
National Service Acts may also apply. 

Applications, with age, testimonials, qualifications, &c., to be 

sent immediately to the Secretary. 

VICTORIA HOSPITAL,’ Accring App i are i 

from registered medical practitioners, Male, for the appointment 
of &@ HOUSE PHYSICIAN (A) at a salary of £175 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be limited to 6 months. 

Applications, with copies of testimonials, to Honorary 
Secretary, Victoria Hospital, Accrington. 

WEYMOUTH AND DISTRICT HOSPITAL, Weymouth, Dorset. 
Applications are invited from registered medical practitioners, 
Male and Female, for appointment of HOUSE SURGEON (A). 
Appointment for 6 months at salary at rate of £160 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under National Service Acts may apply. 

Applications, with copy testimonials, to be addressed to the 
Secretary-Superintendent as early as possible. i 
GRIMSBY AND DISTRICT GENERAL HOSPITAL. (237 Beds.) 
Applications are invited from registered practitioners, Male and 
Female, for the appointment of HOUSE PHYSICIAN (A), now 
vacant. Salary is at the rate of £175 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for 6 months. 

Applications, giving full particulars, to the Superintendent. _ 
RUNWELL EMERGENCY HOSPITAL, Wickford, Essex. (170 Beds.) 
Applications are invited from registered medical practitioners, 
Male and Female, for the post of HOUSE SURGEON (A). Salary 
£200 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months. 

Applications, with full particulars, to Medical Superintendent 


BEXHILL HOSPITAL, Bexhill-on-Sea. Applications are invited 
from registered practitioners, Male or Female, for the appoint- 
ment of HOUSE SURGEON (A). Salary is at the rate of £175 p.a., 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications, stating age, qualifications with dates, nationality, 
and copy testimonials, to be addressed to the Secretary as soon 
as possible. 
CAMERON HOSPITAL, West Hartlepool. (86 Beds.) 
Applications are invited from registered medical practitioners, 
Male and Female, for the appointment of HOUSE SURGEON (A). 
Salary at the rate of £200 p.a., with full residential emoluments, 
Duties to commence as soon as possible. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for a period of 
6 months. 

Applications, stating age, qualifications, nationality, and 
experience, together with copies of 3 recent testimonials, should 
be sent as soon as possible to: Miss P. M. Berts, Secretary. 


HULL ROYAL INFIRMARY. Applications are invited from 
registered medical practitioners for the posts of 2 CASUALTY 
OFFICERS (A), vacant now. Salary £200 p.a. Each of the 
posts carries full residential emoluments. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointments will be for a period of 
6 months. 
Applications should be addressed to-— 
R. J. CARLESS, House Governor. 


THE GLOUCESTERSHIRE ROYAL INFIRMARY (Voluntary 


Hospital), GLOUCESTER. (5 Residents—382 Beds, including 
143 EM $.) Applications are invited from registered medica] 


practitioners, Male or Female, for the following vacant posts : 
CASUALTY OFFICER (A), HOUSE SURGEON (A). Salary for each 
post is £150 p.a., with the usual residential emoluments 
Duties commence immediately. The appointments will be for 
6 months, but may be terminated by 1 month’s notice on either 
side. Practitioners within 3 months of qualification and liable 
under the National Service Acts may also apply. 

Applications, stating age, qualifications with dates, nationality, 
and accompanied by copies of 3 recent testimonials, should be 
addressed immediately to the House Governor, Royal] Infirmary, 
Gloucester. 


THE STAMFORD, RUTLAND AND GENERAL INFIRMARY. 
——— are invited from registered medical practitioners, 
Male and Female, for the appointment of RESIDENT ANAS- 
THETIST (B2), now vacant. The salary is at the rate of £220 p.a., 
with full residential emoluments. R and W practitioners who 
now hold A posts may apply, when appointment will be limited 
to 6 months ; otherwise for a period of 3 months. 

Applications, stating age, qualifications with dates, ae, 
and accompanied with copies of 3 recent testimonials, should 
be sent immediately to: H. F. DONALD, Secretary. 


SOUTHPORT GENERAL INFIRMARY. (175 Beds.) Applications 
are invited from registered medical practitioners (Male or 
Female, single) for the appointment of HOUSE SURGEON (A), 
vacant immediately. 6 months’ appointment. Salary is at the 
rate of £150 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of recent testimonials, 
should be addressed to the Superintendent, Infirmary, Southport. 
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YORK COUNTY HOSPITAL. (222 Beds.) Applications are 
invited from registered medical practitioners, Male and — 
the of HOUSE SURGEON (B2), vacant 15th April 
1944 e salary is at the rate of £175 p.a., with full residential 
emoluments. R and W practitioners who now hold A posts 
pos ll when the ae will be limited to 6 months. 
— tions to be sent to reach the undersigned immedi- 
. R. MACKRILL, Secretary. 
¥ Oni COUNTY HOSPITAL. (222 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment as HOUSE SURGEON (A), ‘whose main duties 
are in the Eye, Ear, Nose, and Throat Department (37 ween 
with busy Out-patient Clinics), but who will share in the 
work of the Hospital, also Casualty Duty. Salary is at the sate 
of £175 p.a., with full residential This 
for D.O.M.S. and D.L.O. examinations 


HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) ‘House 
SURGEON (A) required to commence as soon as possible. 


ry at the rate of £150, with full residential emoluments. - 


Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 

Appterions should be sent as soon as possible to— 

. J. JOHNSON, General Superintendent and Secretary. 
HUDDERERELD ROYAL INFIRMARY. (321 Beds.) Resident 
ANZSTHETIST AND ASSISTANT CASUALTY OFFICER (A), required 
to commence as soon as possible. Salary at the rate of £150 p.a. 
with full resident emoluments. titioners within 3 months 

ualification and liable under the National Service Acts may 
pply, when appointment will be for a y = 6 months. 


Applications to— H. J. JoHN 
Genera] Secretary. 


NOTTINGHAM GENERAL HOSPITAL. (712 — including 
E.M.S.) Applications are invited from registe medical 
practitioners (Male and Female) for the appointment Yr. RESIDENT 
CASUALTY OFFICER (A) for the above Hospital. Duties to 
commence on or about 8th May, 1944. Salary at the rate of 
£200 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to— 

naa ENRY M. STANLEY, House Governor and Secretary. 
ROYAL CORNWALL INFIRMARY, Truro. (330 Beds—é Resi- 
dents.) Applications are invited from registered practitioners 
( or Female) for the appointment of HOUSE SURGEON (B2) 
to the Orthopedic and Accident Department. oO vacancies 
will occur soon. Salary is at the rate of £200 p.a., with full 
residential emoluments. R and W_ practitioners holdi 
= a may also apply, when appointment is limited to 


m*Applentons should be addressed to the Secretary. 
February, 1944. 
THE LAWN, Lincoin. (Registered Hospital for Mental and 
Nervous Diseases.) Applications are invited from registered 
medical practitioners, Male and Female, for ASSISTANT MEDICAL 
OFFICER (B2), one with previous mental hospital experience 
preferred. Electric convulsive therapy is in use. Salary 
£300 p.a., with emoluments and war bonus. R and W practi- 
tioners who now hold A posts may apply, when appointment 
will be limited to 6 months. 

Apply the Chairman of Governors, The Lawn, Lincoln. 

CITY OF COVENTRY. Municipal General Hospital. Applica- 
tions are invited from Male registered medical practitioners, 
including practitioners within 3 months of qualification and 
liable under the National Service Acts, for the appointment of 
JUNIOR ASSISTANT RESIDENT MEDICAL OFFICER (A) at the above 
Hospital. The appointment will be for a period of 6 months. 
Salary will be at the rate of £250 p.a., plus war bonus and full 
residential emoluments. 

Further particulars may be had on request to the Medical 
Superintendent at the Hospital. Applications should be made 
at once to: A. Massey, Medical Officer of Health. 

The Council House, Coventry. 

ROYAL ISLE OF WIGHT COUNTY HOSPITAL, Ryde, I.W. 
Spence =e are invited from registered medical practitioners, 
Female, for the appointment of a HOUSE PHYSICIAN 
AND Soeeaee OFFICER (B2), now vacant. The appointment 
jan = for 6 months. Salary at the rate of £174 a year, with 
residence, one. laundry. Rand W practitioners holding 
yey may also apply. 
pplications, stating age, with dates, 
nationality, and accompanied by onsen of 3 recent testimonials 
should be sent without delay to / . GoRDON, Secretary. 


EAST SUSSEX COUNTY COUNCIL. Southlands Hos; — 
SHOREHAM-BY-SEA. Applications are invited from fully qualifi 
Male or Female registered medical practitioners ity qualified 
for the post of TEMPORARY RESIDENT ASSISTANT MEDICAL 
OFFICER (B1) at Southlands Hospital, Shoreham- near 
Brighton. Salary £400 p.a., with emoluments valued at £90 p.a. 
Candidates must have had previous hospital experience. 

The Hospital (519 Beds) is a genera] hospital, under the 
administration of the East Sussex County Council and graded 14 
in the Emergency Medical Services scheme. The duties of the 
ao will be mainly concerned with surgical cases, the adminis- 

ration of anesthetics, and receiving ward duties. 

Suitably qualified R and W practitioners holding B2 posts, 
also R practitioners holding B1 and rejected by the R.A.M.C., 
may apply. 

Application should be made on a form obtainable from the 
County Medical Officer of Health, County Hall, Lewes, and must 
be returned to him by 17th April, 1944, together with copies of 
3 recent testimonials. 

H. 8. MartIn, Clerk of the County Council. 
__ County Hall, Lewes, 23rd March, 1944. 


ROYAL SOUTH HANTS AND SOUTHAMPTON HOSPITAL, 

SOUTHAMPTON. (255 Beds.) Applications are invited from 

oa ay medical practitioners, Male and Female, for the 
lowing appointments :— 

HOUSE SURGEON (B2), vacant Ist May, 1944. 

HOUSE PHYSICIAN (B2), vacant 18th May, 1944 
R and W practitioners holding A posts may also apply for the 
above vacancies. 

CASUALTY OFFICER (A), vacant 20th April, 1944 
Practitioners within 3 months of Bre Rand and liable 
under the National Service Acts may apply. 

In each case the appointment will be oa a period of 6 months 
and the salary is at the rate of £175 p.a., with full residential 
emoluments. 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent immediately to— 

Epwarp L. WIRGMAN, House Ggvernor and Secretary. 
HUNTINGDONSHIRE COUNTY COUNCIL. Public Health 
DEPARTMENT. Applications are invited from registered 
medical practitioners (Female) for the post of RESIDENT MEDICAL 
OFFICER (B1) at Paxton Park Emergency Maternity Home in 
the County of Huntingdonshire. Candidates must have had 
previous midwifery experience. The salary will be at the rate 
of £350 p.a., with full board, lodging, and laundry. Suitably 
qualified W practitioners holding B2 or B1 appointments may 
apply. The post is limited to a period of 1 year. ‘ 

Applications, stating age, nationality, qualifications, and 
experience, and accompanied by copies of not more than 2 recent 
testimonials, should -? sent at once to— 

H. Harrison, County Medical Officer. 

County Offices, ounae House, Huntingdon. 

SALISBURY GENERAL INFIRMARY. (Vol ital 
225 Beds.) Applications are invited from aw valley medical 
practitioners for the appointment of two HOUSE SURGEONS (A), 
vacant now and early April respectively. Salary at the 
rate of £150 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may also apply, when appointment will be 
fora period of 6 months. Applications, stating age, nationality, 
qualifications and experience, together with copies of recent 
testimonials, should be sent to : JOHN WILLIAMS, Superintendent 
and Secretary. 


ROYAL UNITED HOSPITAL, Bath. Applications are invited 
from registered medical practitioners for the appointments of 
3 HOUSE SURGEONS (A). Salary for each post £150 p.a., with 
board, residence, and laundry. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointments will be for a Pg of 6 months. 
Applications at once to— AWRENCE MEARS, 
ROTHERHAM HOSPITAL. Second Casualty Officer and House 
SURGEON (A) Throat, and Eye Departments, 
vacant now. .&., with full residential emoluments. 
are or ‘this Practitioners 
3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months. 
Applications shosld. be sent.at once to— » 
H. FLETCHER, Secretary-Superintendent. 


LINCOLN a HOSPITAL. (Voluntary Hospital — 
200 Beds.) Applications are invited from istered medical 
practitioners, Male or Female, for the appointment of HOUSE 
PHYSICIAN (A), vacant 8th April, 1944. Salary is at the rate 
of £225 p.a., with full residential emoluments. Practitioners 
within 8 months of qualification and liable under the National 
Serviee Acts may also yy when the appointment will be for 
6 months. fooRE, Secretary-Superintendent. 
18th March, 
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COVENTRY AND WARWICKSHIRE HOSPITAL. Applications 
ace invited from registered medical practitioners, Male and 
female, including R and W practitioners who now hold A posts, 
for the appointment of HOUSE SURGEON (B2) to the Gynzco- 
logical and Obstetric Department, vacant 7th May next, and 
for the appointment of HOUSE SURGEON (B2) for general sur- 
cical duties, vacant 15th May next. The appointments are for 
6 months. Salary at the rate of £150 p.a., plus £20 p.a. cost- 
of-living bonus, together with full residential emoluments. 
Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent immediately to— 
8. Cecm Hitt, House Governor and Secretary. 
WORCESTER ROYAL INFIRMARY. Applications are invited for 
the position of HOUSE SURGEON (A), vacant 29th April. The 
salary will be at the rate of £120 a year, with board and residence. 
Prac — rs within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 
Applications, with copies of not more than 3 testimonials, 
should be sent to— 
HAROLD WI1GG, Acting Superintendent-Secretary. 
KENT AND SUSSEX HOSPITAL, Tunbridge Wells. (506 Beds.) 
Applications are invited from registered medical practitioners, 
Male and Female, including R and W practitioners who now 
hold A posts, for the combined post of HOUSE SURGEON AND 
CASUALTY OFFICER (B2), vacant 28th April, 1944. To R and W 
practitioners this appointment will be limited to 6 months ; 
otherwise for a period of 6 to 12 months. Salary at the rate 
of £200 p.a., with full residential emoluments. 
E. A. WAGSTAFF, Superintendent-Secretary. 
Ist April, 1944. 
PRESTON ANDCOUNTY OF LANCASTER ROYALINFIRMARY. 
MATERNITY HOSPITAL. Applications are invited from -registered 
medical practitioners (Female) for the appointment of RESIDENT 
OBSTETRICIAN (B2). The salary is at the rate of £200 p.a., but 
a higher salary will be offered to a practitioner holding the 
D.R.C.0.G.  W practitioners who now hold A posts may apply, 
when appointment will be limited to 6 months. 
Applications, stating age and qualifications with dates, 
accompanied by copies of 3 recent testimonials, to be sent to: 
JOHN GIBSON, Superintendent, Royal Infirmary, Preston. 


THE BOLTON ROYAL INFIRMARY. (245 Beds.) Applications 
are invited from registered medical practitioners, Male and 
Female, for the appointment of HOUSE SURGEON (A), now 
vacant. Salary £175 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 

\pplications, stating age, nationality, and experience, 
together with copies of testimonials, to be forwarded to- 

JOSEPH GRIFFITH, Superintendetn-Secretary. 


THE KIDDERMINSTER AND DISTRICT GENERAL HOSPITAL. 
Applications are invited from registered medical practitioners 
for the post of RESIDENT SURGICAL OFFICER (B1), vacant Ist May, 
1944. The salary will be at the rate of £300-£350 p.a., according 
to experience, with board and lodging. Candidates holding the 
Fellowship Examination of the Royal College of Surgeons of 
England or Edinburgh will be preferred. geo qualified 
R and W practitioners now holding B2 posts, also R practi: 
tioners holding Bl and rejected by the R.A.M.C., may apply. 

Applications, with copies of 3 recent testimonials, should be 
sent at once ~ 


. M. SMiru, House Governor and Secretary. 


SALFORD ee HOSPITAL. Applications are invited from 
registered medical practitioners (Male and Female) for the 
appointment of HOUSE SURGEON (A) to Special Departments. 
Salary at the rate of £150 p.a., with full residential emoluments. 
Appointment is for 6 months. Practitioners within 3 months 
qi pes ation and liable under the National Service Acts may 
aiso apply. 

Applications to be made immediately on a special form 
obtainable from— 

ll. B. SHELSWELL, General Superintendent and Secretary. 


ST. ALBANS AND MID HERTS HOSPITAL, St. Albans, Herts. 
(75 Beds.) Applications are invited from registered medical 
practitioners, Male or Female, for the appointment of ASSISTANT 
RESIDENT MEDICAL OFFICER (A), vacant in June. Salary at the 
rate of £150 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply, when appointment will be 
for a period of 6 months. 

a together with copies of testimonials, should be 
sent to: P. R. BATTISON, Secretary. 


EAST eae AND IPSWICH HOSPITAL, , Ipswich. (400 Beds.) 
Applications are invited from registered medic al practitioners 
for the following posts :— 

HOUSE SURGEON (A) from those within 3 months of quali- 
fication who are liable under the Negjonal Service Acts. 

HOUSE PHYSICIAN (B2) from R actitioners whe now hold 
posts, 

A; pointments will be for 6 months. Salary is at the rate of 
p.@., With full residential emoluments. 

ARTHUR GRIFFITHS, Secretary. 

The Hospital, Ipsw ich, 8th April, 1944. 


nARLOW WOOD ORTHOPADIC HOSPITAL, near ‘Mansfield, 
NoTTs. (405 Beds, E.M.S. and ag 1, including Rehabilitation 
Unit REGIONAL ORTHOPAEDIC CENT Applications are 
invited from registered medical peacttitoness, ale and Female, 
for the appointment of RESIDENT HOUSE go (BS), ), includi 
R and W practitioners who now hold A posts So tment wi 
be for a period of 6 months. Salary at the rate of £200 p.a., 
with full residential ane. 

D. RoBerts, Secretary-Superintendent. 


ROYAL SHEFFIELD INFIRMARY AND HOSPITAL. Applica- 
tions are invited from registered medical practitioners, Male or 
Female, for the appointment of EAR, NOSE, AND THROAT HOUSE 
SURGEON (A) at the Royal Hospital, now vacant, Salary is at 
the rate of £80 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply, when appointment will be for 
a period of 6 months. 

Applications should be sent immediately to the General 
Superintendent. 


CITY OF SHEFFIELD. Temporary Assistant Tuberculosis 
OFFICER (B1), Applications are invited from registered medical 
practitioners, Male or Female (unmarried), of not less than 
3 years’ standing in their profession, for the above temporary 
post. Suitably qualified R and W. practitioners holding B2 
appointments, also R practitioners holding Bl posts and 
rejected by the R.A.M.C., may apply. The successful applicant 
will be required to reside at Winter Street Hospital and to 
devote the whole of his or her time to the Municipal Tuber- 
culosis Scheme. Salary £350 p.a., rising to £550 p.a. by annual 
increments of £25, with board, residence, and laundry ; plus 
present war bonus of £22 15s. p.a. 

Applications, stating age, qualifications, and experience, with 
copies of 3 testimonials, to be sent on or before 17th April 
1944, to the Medical Officer of Health, Town Hall, Sheffield, 1. 


WORKMEN'S COMPENSATION ACTS, 1925-1943. The Home 
Secretary announces a vacancy on the Medical Board appointed 
under the Silicosis and Asbestosis (Medical Arrangements) 
Scheme, 1931. The Board consists of full-time Medical Officers 
working in panels of 2, at different centres, under a Chief Medical 
Officer ; and their duties consist in making medical examinations 
and giving the medical certificates required in pursuance of the 
Compensation Schemes for silicosis, asbestosis, and other forms 
of pneumoconiosis. The appointment, which is a whole-time 
appointment, will in the first instance be unti' 31st July, 1946. 
It will be capable of renewal and is subject to termination at the 
discretion of the Secretary of State. The salary commences at 
£750 p.a., plus cost-of-living bonus, and rises by annual incre- 
ments of £30 to £1150. The post is non- pensionable. 

Further particulars and forms of application can be obtained 
on request from the Industrial Division, Home Office, Room 
107 (1), Cornwall House, Stamford-street, London, 53.E.1. 
Completed applications should reach the Home Office not later 
than 25th April, 1944 
Applicati are invited b lI-k n firm of Disinfectant and 
Antiseptic Manufacturers } the post of SCIENTIFIC ADVISER. 
The work is of.a purely consultative nature and candidates 
must have medical qualifications and be thoroughly acquainted 
with recent research and developments in this field. Please 
apply, giving full — of qualific ations and experience, to: 
Address, No. ats. THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C. 


Wanted as Partner, Surgeon with dipléma, in a first-class Private 
Practice of a north-west popular coastal resort, superlative 
opportunity. All inquiries replied to in strictest confidence. 
Accommodation can be arranged.—Address, No. 7 THE 
LANCET Office, 7 7, Adam-street, Adelphi, London, W.C. 


Very experienced General and Gynzcological Surgeon, F.R.C.S. 
(Eng.), 52, requires Surgical Practice with general hospital 
appointment in southern half of England. Ex-Service last war. 
—Address, No. 419, THe LANCET Office, 7, Adam-street, Adelphi, 
London, W.C. 


Secretary-Shorthand Typist, with considerable Medical experiences 
requires residential post in country, not far from London. 
Address, No. 420, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 


R ionist-H keeper, friendly alien, 42, good cook (trained 
dietitian), references. “Apply, SELMA GERSMANN, No. 138, 
Dickenhall Mansions, W.1 


Medical Typist undertakes theses, with tables, lectures, &e. 
2s. 6d. per 1000 words.—JEPSON, 744, Alexander-road, Hamp- 
stead, N.W.8. 


Doctors, | Male and Female, required for Locums and | Assistant- 

ships. Good salaries paid. Vacancies for Ships’ Surgeons.—Write, 

Medical Agent, Premier Buildings, 88, 8, Ohurch-street, 
Liverpool, 1. 


Medical Practices and Partnerships for disposal. Financial 
Assistance can be arranged for purchasers of practices. All 
classes of insurance transacted.—A. SHaw, Medical Agent, 
Premier Buildings, 88, Church-street, Liverpool, 1. 


Partnership Share for Sale, ultimate succession if desired. —Address, 
No. 403, THE LANCET Office, 7, Adam-street, Adelphi, London, 
W.C.2. 


The collection of overdue accounts throughout the British Isles 
has been conducted in keeping with professional ethics for many 
years. No annual subscription.—Write: NATIONAL MEDICAL 
PROTECTION SoctreTy, 80, Leeds-road, Bradford. 


Radium: You can hire up to 100 mgms. of radium element made 
up to any required specification, for the moderate fee of £5 $e, 
from: J. XC GILBERT, LTD., Columbia mang. Aldwych, W.C.2 

el.: Chancery 6060. 
Consulting Room, furnished or meee Devonshire-place, 
part or full time, for doctor or dentist available. Telephone 
and Service.—Address, No. he THE LANCET Office, 7, Adam- 
street, Adelphi, London, W.C.2. 


Harley Street and Distri b of i Cc Iti 


——— are available for full a part-time use - moderate rents. 
on application. ELGoop & Co. 1, Bentinck-street, 
Welbeck-street, -1l. Welbeck 8974. 
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The Diphtheria Prophylactics in use to-day com- 
prise Diphtheria Toxoid and its modifications. 

One of the first to be used consisted of 2 
mixture of Diphtheria Toxoid and Antitoxin, 
generally known as T.A.M. This, to a great 
extent, has been superseded by Toxoid-Antitoxin 
Floccules (T.A.F.) and Alum Precipitated Toxoid 
(A.P.T.). T.A.M. is now recognised to be the least 
efficient immunising agent. 

Although some workers employing T.A.M. have 
reported high conversion-rates from Schick- 
positive to Schick-negative, general experience 
has shown that more consistent results and higher 
conversion-rates follow the use of either T.A.F. 
or A.P.T., particularly in the case of the latter. 

T.A.M. contains horse serum and (although 


the risk is small) it may cause sensitisation to 
subsequent doses of anti-sera including the 
modern, pepsin-treated, “refined” sera which 
iv 


DIPHTHERIA 
PROPHYLAXIS— 
T.A.M. 


are associated with a low incidence of serum 
reaction. In these circumstances The Wellcome 
Foundation is discontinuing the preparation and 
issue of T.A.M., and practitioners are recom- 
mended to use either ‘Wellcome’ brand Diphtheria 
Prophylactic A.P.T. or T.A.F. The best prophy- 
lactic for all children under the age of eight years 
is A.P.T.; for older children and adults T.A.F. is 
often preferred. 

‘Wellcome’ Serological Products are prepared at 
The Wellcome Physiological Research Laboratories 
and are supplied by 


BURROUGHS WELLCOME & CO. 


(The Well dation Ltd.) 
LONDON 


ASSOCIATED HOUSES: NEWYORK MONTREAL SYDNEY CAPE TOWN 
BOMBAY SHANGHAI BUENOS AIRES 


